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Introduction to the Portfolio
This portfolio comprises a selection of work carried out in partial fulfilment of the 
degree of Practitioner Doctorate (Psych. D) in Psychotherapeutic and Counselling 
Psychology at the University of Surrey. It contains three dossiers: Academic, 
Therapeutic Practice and Research.
Therapeutic work is of course confidential, thus the anonymity of clients has been 
protected throughout this portfolio. Where client material has been drawn upon to 
exemplify my therapeutic practice, identifying information has been changed or 
omitted to assure the confidentiality of clients. This rationale was also applied to the 
participants who took part in the empirical research detailed in this volume.
Academic Dossier
Introduction to the Academic Dossier
The Academic Dossier consists of three essays and one report selected from work 
submitted for the following courses: Lifespan Development, Psychopathology, 
Advanced Theory and Therapy and Workshops.
Academic Dossier -  Lifespan Development Essay
When providing therapeutic services to male adolescent sexual offenders, to what 
extent might theoretical explanations of dysfunctional sexual development help 
counselling psychologists understand the actions and experiences of their clients?
Until recently little research has been carried out on adolescent sexual offenders, due 
to the belief that few major sexual offences were perpetrated by adolescents (Davies 
and Leitenberg, 1987). However, studies have consistently documented that sexual 
assault frequently occurs in adolescence (Groth et al. 1982; Lloyd and Walmsley, 
1989). More recently. Home Office figures for 1996 suggest about a fifth of sex 
offences are committed by juveniles. These findings do not imply that all adolescent 
abusers will go on to become adult perpetrators, although the implications are that 
sexually abusive activities by adolescents do need to be taken seriously as there may 
well be serious longer term consequences.
One way to explore adolescent abusive behaviour further may be to identify any 
common characteristics with adult sexual offenders. Allison et al. (1992) found four 
characteristics associated with the stereotype of a rapist; aggressive, dangerous, power 
hungry and manipulative. This stereotype has been contributed to by traditional 
psychiatric views and reflects several psychoanalytically based assumptions, 
including;
• Rape is the product of great psychological disturbance
• The act of rape is primarily sexual in nature
• The behaviours associated with the act of rape are both strange and
abnormal.
A regrettable implication of this perspective is a conclusion that rape is an 
infrequently occurring event that is perpetuated by only atypical and unusual 
individuals who differ drastically from the norm. However, the most striking 
characteristic of sex offenders, from a diagnostic standpoint, is their apparent 
normality. Most do not qualify for any psychiatric diagnosis; there is just one aspect
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of their behaviour that they cannot control (Abel et al. 1985). Moreover, attempts to 
understand sex offenders as unusual and atypical have not proven useful. Koss and 
Leonard (1984) conclude that the empirical evidence linking sexually aggressive men 
with psychopathology is inconclusive and quite weak.
Due to this apparent lack of mental disorder, psychological theorists have focused on 
aspects of developmental histories that might offer clues to understanding their 
behaviour. The hypothesis most frequently entertained is that the incidence of past 
childhood sexual abuse leads to an increased risk for becoming an offender of sexual 
abuse in adolescent males (Becker, 1988). This leads to the concept of a ‘cycle of 
abuse’, whereby the sexually abused children of one generation become the abusers of 
the next. The sexual offence is understood as a re-enactment of the trauma or as an 
attempt to overcome it through the mechanism of ‘identification with the aggressor’.
Looking beyond sexual abuse, the ‘cycle of abuse’ can be extended to other types of 
abuse. Pierce and Pierce (1990) studied the background of adolescent offenders and 
found a broad set of abusive experiences. They describe a high incidence of physical 
abuse, emotional abuse and rejection, often associated with disruptions of care and a 
marginalisation of the young person within their family and peer group. It may be 
useful to refer to work on the development of a person’s sense of self and the 
relationship to traumatic experience (Bentovim and Kinston, 1991). Psychoanalysts 
have been concerned with the way in which the development of the self occurs when 
abuse has occurred and self-protection is essential. It is noted that one response is the 
denial of the significance of the other. Deprivation of support and emotional 
nourishment leads to the development of a shell to ensure physical and psychic 
survival. Traumatic experiences within the family, traumatic handling of a child, can 
lead to a negative evaluation of the self since the inner core of the child is rejected or 
not recognised, while at the same time the shell ensures survival.
This results in the child relating to others in a variety of negative ways, for example, 
clinging, dependent, response seeking, hostile, angry, isolated, and manipulative. 
These responses may occur with an absence of any form of empathy, caring or 
warmth. All these factors basically link to the notion that if during development a
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child is treated as a thing instead of a person, then he or she will treat the other as a 
thing, thus continuing the cycle. Where there is an absence or a loss of caring 
responses, sexually aggressive impulses of early childhood and later adolescence have 
full rein, particularly when such feelings are associated with a long-standing sense of 
grievance through poor care and disruption during development.
Although the cycle of abuse is an extremely popular concept, applied to sexual 
assault, a glaring weakness of the concept is its inability to explain the virtual male 
monopoly on this type of behaviour. Since girls are sexually and emotionally abused 
at least two or three times more commonly than boys (Herman, 1990), this theory 
would predict a female rather than a male majority of sex offenders. It is therefore 
necessary to look beyond forms of abuse alone as an explanatory model for those 
adolescents who do subsequently abuse.
The above theories disregard a full explanation of the behaviour’s social context and 
neglect to fully acknowledge the social structural inequalities between men and 
women. Feminist and social psychological theories point toward societal and cultural 
factors as among the primary influences on the behaviour of the sexual offender. This 
is an important consideration if it is assumed that one the main contributing factors 
towards sexual offending is the concept of masculinity in our culture. The synonyms 
associated with masculinity (powerful, robust, strong) clearly establish the sense of 
superiority, strength and dominance that emanate in our culture, that is, male 
dominance in contrast to female weakness, and it is perhaps this inequality that 
perpetuates sexual aggression.
Some feminist theorists believe sexual assault to be intrinsic to a system of male 
supremacy. They suggest that sexual assault serves a political function in preserving 
the system of male dominance through terror, thus benefiting all men whether or not 
they personally commit assaults (Brownmiller, 1975). Data from surveys of normal 
populations indicate that this feminist theory is correct when saying that men who 
commit sex crimes are not ‘sick’ as traditional views propose but in fact all too 
normal. In a national probability survey of adolescents, Ageton (1983) found that 1% 
and 7% of boys attempt to complete a sexual assault while still in their teens. If these
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offenders are ‘normal’, this suggests that their behaviour may indicate that they are 
simply practicing the very essence of masculinity, rather than engaging in anomalous 
behaviour that is the sole preserve of a criminal minority.
Herman (1990) argues that a society which teaches men to engage in sexual conquest 
and to be competitive and aggressive, especially in the sphere of sexual relations, must 
be defined as a rape culture, for it is these characteristics and behaviours that are 
primary contributors to the incidence of sexual assault.
In our culture, rape-supportive attitudes and beliefs are widely held and a number of 
large-scale studies suggest adolescents endorse these rape-supportive attitudes. 
Malumuth (1981) found that a majority of young people consider the use of force 
acceptable to achieve sexual relations in certain circumstances, and a considerable 
minority of male students (35%) admit to some hypothetical likelihood of committing 
rape if guaranteed immunity from detection or punishment. These findings suggest 
that the adolescent male subculture provides a powerful indoctrination in sexual 
violence, and there is strong reason to believe that adolescence is a critical period in 
the development of sexually assaultive behaviour.
In support of these views, cross-cultural studies have shown high rape prevalence is 
associated with male dominance. Rape exists where the culture supports it; in cultures 
where women hold little political or economic power, where the sexes are highly 
segregated, and where care of the children is an inferior occupation, (Sanday, 1981). 
This plays down the fimdamental masculine instinct idea. Also, it has been found that 
sexually aggressive males are more likely to be hostile to women and be part of peer 
groups that view women primarily as sex objects (Muelenhard, 1995), thus supporting 
the inequality of the genders.
Researchers and practitioners have become aware that the main motivation underlying 
rape is as likely to be the exercise of power or the humiliation of the victim as it is to 
be sexual gratification per se (Frude, 1980). Similarly, Groth (1979) sees rape as the 
sexual expression of aggression, rather than the aggressive expression of sexuality”. 
This counters the traditional view that the act of rape is primarily sexual in nature.
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Ray Wyre, a man with considerable experience of work with sexual abusers, has noted 
(Wyre, 1986) that the more he counsels sex offenders, the greater his awareness 
becomes that their attitudinal stance concerning women mirrors those of ordinary 
members of society -  this stance reflects the gender-based misdistribution of power in 
and out society. He states that we now know that rape, far from being a sudden and 
spontaneous outburst, is more usually “a much rehearsed and fantasised act of 
violence”. It is not about sex, except in the most peripheral sense, but rather about 
hostility, anger and control. In support of this, Teague (1993) interviewed male 
offenders and found the exercise of power and control reoccurs as a fundamental 
motive for offending. It may be argued that this is not just a result of individual 
feeling but rather a product of masculine societal conditioning, an essential part of 
being a man.
Directive and behavioural methods of psychotherapy have gained favour in the 
treatment of the sexual offender. However these tend to use specific and limited 
behaviour techniques such as aversion therapy designed to fit the needs of the 
individual case. The assumption is that if ‘normal’ sexuality becomes more rewarding, 
there will be less need for the anti-social forms of sex. However, these treatments fail 
to recognise that the relevant problem may not be sexual. As has been discussed, if the 
problem lies with society, then these treatments may not be successful outside the 
therapeutic relationship.
If rape and sexual assault are a result of the situational and social differences in the 
existing power relationship between the genders, then the focus of intervention must 
be social processes and the existing structural inequality between men and women, 
with the clear and conscious ultimate purpose of intervention understood to be 
addressing gender inequality and the distribution of power. Only when we are able to 
place male psychology “within the social context of the broader patterns of existence 
which maintains...male domination (will we) understand the contemporary dilemmas 
of masculinity” (Segal, 1990).
Women’s changing role and men’s changing perception of women over the last 25 
years in particular, is important, for we know that over half of those charged with rape
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are under 21 years old, and have therefore been especially conscious of, and subject 
to, the material impact of women’s changing position. If masculine culture does 
reflect the material relationship between men and women, then it may be that those 
men under 21 years old are expressing masculine resistance to the transformation of 
male supremacy.
It seems that the gender difference is crucial in the understanding of sexual offenders, 
and has implications for practice. Failure of counselling psychologists working with 
sex offenders to acknowledge the gender difference will effectively result in failure to 
understand, and consequently to constructively engage with the offender. Practitioners 
need to have examined their own perceptions of the role of power in the dynamics 
between men and women. This will enable the practitioner to confront the offender 
with an awareness of the necessity to avoid collusion with the conventional cultural 
male attitudes; to ensure that they do not reinforce the culture of masculinity, i.e. we 
need to question and examine our own attitudes.
Nevertheless, change is only likely to occur if it is desired and actively sought by the 
offender, and this responsibility for change must lie with the offender, with the 
therapist providing guidance.
Ryan (1986) comments that although therapists working with adult offenders are 
somewhat pessimistic about their ability to bring about long term change, therapists 
working with juvenile offenders are guardedly optimistic that by confronting the 
problem during the formative years of adolescence, some lasting changes may be 
possible. Ryan asserts that this process will need a multi-disciplinary approach if it is 
to succeed, with agencies such as law enforcement, courts, clinicians and communities 
working together.
One of the major problems in dealing with juvenile sexual offenders is persuading 
those in charge of them (e.g. parents, teachers, child and family workers, social 
workers) that intervention is necessary. Claims are often heard that ‘they’re just boys!’ 
or it’s just a ‘phase’. This type of response merely reinforces the masculine culture, 
which has been outlined, and if this experimentation is not halted it may develop into
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a well-established repertoire of deviant behaviours. On the other hand, it is possible 
that a single instance of, for example, exposing, by a young male, may reflect a 
transitory impulse, or it may be that the early identification of the behaviour is 
sufficient to terminate any propensity to continually offend. Therapists need to be 
careful not to overreact for fear that their behaviour may contribute to a self-labelling 
process in the immature person which may be harmful.
When working with adolescents who abuse, there is often a need to respond to a 
variety of conflicting emotions. Notions of morality and responsibility amongst 
adolescents are not fully developed -  indeed many adolescents would see themselves 
as experimenting in behaviour generally. The conflict between responding to a needy 
child and dealing with the child who is behaving badly is common to work with 
adolescents. Some therapists may recognise, but others do not, the danger of moving 
between a punitive response and a response which tends to play down -  even to 
minimise the abuse.
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Introduction to the report
This report considers various possible diagnoses of a presented case study (see 
Appendix to this report).
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Psychopathology Report
This essay discusses the various possible diagnoses that might be considered in this 
case study. The most likely diagnosis will be outlined in consideration of the clinical 
material presented, with reference to the standard classificatory systems (DSM-IV and 
ICD-10) and also relevant literature.
The initial assessment of the case material seemed to suggest that the patient exhibited 
features in her pathology that came under the diagnostic classification of a personality 
disorder. As the personality disorders have certain features in common, it was 
necessary to distinguish the particular characteristics that differentiated this patient for 
a diagnosis to be made. The diagnosis of histrionic personality disorder was initially 
considered as a possible diagnosis because of the patient’s attention seeking, 
manipulative behaviour, and rapidly shifting emotions, which are the predominant 
characteristics of the histrionic personality disorder (axis II, DSM-IV). However, her 
presenting symptoms and history illustrate that her attention-seeking behaviour is 
mostly impulsive and self destructive, which is not normally associated under the 
classification of histrionic personality disorder. The patient also displays angry 
disruptions in close relationships, and chronic feelings of deep emptiness and identity 
disturbance, criteria that also do not feature under this disorder. A further possibility 
was that Alice showed symptoms associated with major depression (axis I, DSM-IV), 
such as feelings of emptiness, suicidal behaviour, insomnia and lack of appetite. 
However, again the clinical material does not meet the criteria for this to be 
adequately diagnosed.
Following these considerations, it was concluded that the most relevant diagnosis 
when considering the clinical material outlined in the case study was of borderline 
personality disorder coded on Axis II (DSM-IV) and the emotionally unstable 
personality disorder (borderline type) on ICD-10. The diagnostic criteria of the two 
classification systems differ but define the same condition (DSM-IV). Clinicians and 
researchers have used the term borderline personality disorder for some years but, in 
common with other psychological disorders, they have given it many different 
meanings. The essential feature of borderline personality disorder, which forms part of
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a cluster of ‘dramatic-erratic’ personality disorders, is a pervasive pattern of instability 
of self image, affecting interpersonal relationships and mood, all of which feature in 
the case study clinical material. Moreover, the diagnostic features of borderline 
personality disorder can be loosely divided into four categories of essential traits; 
involving emotions, behaviour, identity, and relationships, and the clinical material in 
the case study will be discussed in relation to these.
Throughout her teenage years Alice exhibited most of the features of borderline 
pathology, including traits involving emotion, such as outbursts of anger, feelings of 
emptiness, and impulsivity. She also displayed shifts in mood that were temporary in 
duration (criterion 6, DSM-IV; ICD-10). For example, in the interview for admission 
to hospital, her angry outburst quickly turned to feelings of distress. This may also 
relate to criterion 8 (DSM-IV; ICD-10), anger that is inappropriate, intense or 
uncontrollable. Borderline personality disorder often co-occurs with mood disorder, 
and this was considered initially in terms of diagnosis. However, the pattern of 
behaviour in borderline personality disorder has an early onset and a long-standing 
course, and therefore was rejected. The depressed mood experienced by Alice, may 
adequately be related to criterion 6 (rather than be additionally diagnosed with 
depression), since especially during her first hospitalisation her low mood vacillated 
between feelings of anger and emptiness. Comtois et al. (1999) found high levels of 
depression and anxiety in borderline patients. The implications of this include the 
need to integrate the treatment for borderline personality disorder with the treatment 
for depression and anxiety in order to maximise clinical outcomes.
The traits involving behaviour that relate to the borderline personality classification 
are self-destructive acts, such as self-mutilation or suicidal threats and gestures that 
happen more than once (criterion 5, DSM-IV;ICD-10) and two persistently self­
damaging impulsive behaviours (criterion 4, DSM-IV; ICD-10). In accordance to 
DSM-IV her first indications of any behavioural problems started in childhood after 
her mother’s re-marriage. She began to skip classes and started to experiment with 
alcohol and illegal drugs. Along with the drug abuse that continued, she was also 
involved in a pattern of promiscuous sexual activity with her peers. These two 
behaviours satisfy the impulsivity criteria for borderline personality disorder. When
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inpatients display at least two impulsive behaviours (apart from self-harming), 
Brodsky et al. (1997) found it was related to more suicide attempts, even after control 
for major depression and substance abuse. Therefore, according to Brodsky et al. 
(1997) Alice is at greater risk to attempt suicide compared with other borderline 
patients, and this must be taken into consideration in the treatment plan. Studies show 
that about 8%-9% of borderline patients do commit suicide (e.g. DSM-IV, 1994; 
Perry, 1993). The suicide rate is particularly high among those who, like Alice, have 
CO morbid substance use (e.g. Stone, 1990).
Alice was admitted to the psychiatric hospital due to her deliberate self-harm. Her 
case history shows that she has experienced excessive outbursts of anger over the past 
several years and this could contribute to her self-harming. However, the relationship 
between borderline pathology and self-harming is much more complicated. Relief of 
mounting tension and depersonalisation have been identified as the most common 
associates to self-mutilation (Simeon et al. 1992) which seem to fit well with Alice’s 
presenting reasons for cutting herself most of the times. Alice may self-harm to punish 
herself and to gain relief from the experience from painful or intolerable affective 
states. Simeon et al. (1992) described the affective profile of self-mutilators, who as 
Alice, suffer from greater depression which when combined with poor impulses and 
inappropriate anger takes the form of self-mutilation. Wheelis and Gunderson (1998) 
argue that self-harm is also a way of controlling significant others.
It should be noted that Alice’s self-harming followed rejection from other people after 
the revelation of selling illicit drugs to other patients. This refers to the fear of 
abandonment (criterion 1, DSM-IV; ICD-10), since the staff were considering her 
discharge following this behaviour. When a borderline feels threatened by the 
potential loss of the supportive, holding environment it becomes very likely that s/he 
will engage in manipulative self-harming acts to prevent separation (Wheelis and 
Gunderson, 1998). Apart from this secondary gain, primary gain is evident if the 
patient finds himselfrherself without a holding or caring object relationship. Under 
these circumstances the self-destructive act takes place in order to diminish the 
anxiety felt as a result of the self-object differentiation, and dissociative experiences. 
Due to the general absence of her parents in her childhood, these experiences probably
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reflect her deeper intrapsychic conflicts that started at this time. Alice would probably 
need to experience a supportive therapeutic environment, which could account for 
some developmental gains.
The traits involving identity include a marked, persistent identity disturbance shown 
by uncertainty in at least two areas (criteria 3, DSM-IV; ICD-10). These can include 
self-image, sexual orientation, career choice or other long-term goals, friendships, or 
values. Borderline patients may not feel like they know who they are, or what they 
think, and often ‘be’ what they think other people want them to be. An example of this 
identity dimension may be seen when Alice engaged in sadistic sexual experiences, 
even though they produced in her feelings of guilt and shame. It could be speculated 
that she were ‘going along’ with what she thought others wanted. A further identity 
characteristic identified with borderline personality disorder that is present in Alice’s 
case history is the chronic feelings of emptiness or boredom (criterion 7, DSM-IV; 
ICD-10). Zanarini et al. (1990) have found that difficulty tolerating being alone and 
stormy relationships were significantly more common among borderline patients than 
among patients with other axis I disorders.
The traits involving relationships that relate to borderline personality disorder 
classification indicate that relationships are unstable and intense, fluctuating between 
extremes of idealisation and devaluation (criterion 2, DSM-IV; ICD-10), also 
characterised by frantic efforts to avoid real or imagined abandonment (criterion 1, 
DSM-IV; ICD-10). Borderline patients experience interpersonal relationships as a 
source of tremendously intense pleasure and pain. It is explained in the case history 
that during her first hospitalisation, Alice idealised a man and had fantasies about 
marrying him. As Preston (1997) suggests, borderline patients have the tendency to 
fall in love quickly and idealise others; yet move into a state of anger and devaluation 
of the other person if he does not meet their needs. Alice cut herself after he was 
discharged from the hospital, and this may illustrate a way of expressing her anger 
because he she perceived that he abandoned her.
Her difficulty with relationships is also evident in the way she became attached to 
some members of the staff during her last hospitalisation. Alice’s extreme neediness
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was manifested in her egocentric way of relating with them, thus reflecting an 
‘idealised transference’. However, these people were veiy quickly devalued if they 
tried to confront her, as this was inconsistent with the idealised relationship she was 
longing for and Alice was easily disillusioned. Alice’s behaviour evoked strong 
countertransference reactions in the staff, making it difficult for some of them to 
confront her. In fact, Zanarini et al. 1990) found countertransference difficulties seem 
to distinguish borderline patients from other axis II patients. Main (1957) alerts health 
professionals to the potential difficulties regarding this type of situation, and 
highlights good support and supervision for staff involved.
A further criteria relating to relationships is the feature of transient, stress-related 
paranoid ideation or severe dissociative symptoms (criterion 9, DSM-IV; ICD-10). 
Alice experiences incidents of depersonalisation especially before the episodes of self- 
harming. Shearer (1994) suggested that there is a virtually linear relationship between 
dissociative experiences and trauma, and as Alice had been through a traumatic 
childhood and adolescence, having suffered many kinds of abuse, this dissociative 
experience is not unexpected. Further to this, a recent study by Zanarini et al. (2000) 
examined risk factors associated with the dissociative symptomology of borderline 
patients. The results showed four risk factors that were found to be significantly 
associated with the level of dissociation reported; inconsistent treatment by a 
caretaker, sexual abuse by a caretaker, witnessing sexual violence as a child, and adult 
rape history. The results of this study suggest that both sexual trauma and something 
intrinsic to the borderline diagnosis itself are risk factors for dissociative phenomena 
among borderline patients. Alice’s history shows that she received inconsistent 
treatment from both her parents as a child, and it may also be speculated that some of 
the sexual activity she became involved in with her peers could constitute rape. 
Therefore, the dissociative pathology is likely to be a strong factor in her 
symptomology.
Alice has been neglected as a child and ‘has been asked’ to take a parental role at a 
veiy early age, which she accepted without any complaints. This may also reflect an 
initial identity dimension in relation to self-image. Alice was at an age that she needed 
to explore the environment while having her mother to comfort and reassure her, but
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instead she was ‘thrown’ into a caretaker role and ‘became’ what others expected of 
her. Alice’s mother was unavailable which also may have contributed to her not being 
able to integrate good and bad maternal imagoes and thus react to abandonment with 
an excess of aggression which is projected outwards and then reintrojected into a split 
self (Mahler et al. 1975). She may also have felt some responsibility towards her 
mother and father’s divorce, perhaps thinking that she was not good enough to keep 
her father in the family. Therefore her fear of abandonment may have been reinforced 
both by her mother’s and father’s unavailability before and after the divorce. The self­
blame she may have attributed to herself for this may have reinforced her sense of 
inner badness.
As already mentioned, her stepbrother sexually abused Alice during the age of 13 to 
16. Silk et al. (1995) report that ongoing sexual abuse damages one’s attachments and 
can seriously impair one’s future capacity to attach in satisfying ways. Thus Alice’s 
capacity to relate has been damaged even further by the continuous sexual abuse of a 
family member, contributing to her pathology. Silk et al. (1995) also suggested that 
repetitive sexual abuse in childhood might be a predictor of severity of borderline 
personality disorder. When this abuse is considered alongside her neglect as a child, it 
can be speculated her pathology may be severe as a result.
In terms of treatment plans, the research base for the treatment of personality disorder 
is limited. Although borderline personality disorder is one of the most researched 
areas in psychotherapy, there are few controlled evaluations, reflecting difficulties in 
conducting appropriate trials, particularly in ensuring adequate follow-up with patients 
who by the nature of their disorder are likely to have a high drop out rate from 
treatment. In regard to the course of borderline personality disorder, Roth and Fonagy 
(1996) report that although follow-up over 5 years suggests that symptomatic patterns 
change little, follow-up over 15 years suggests that by middle age many borderline 
patients no longer nieet relevant diagnostic criteria, though this does not indicate that 
recovery is complete.
As already mentioned, Alice shows some symptoms of depression. Roth and Fonagy 
(1996) found that co-morbidity with Axis I disorders (e.g. depression, eating
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disorders) is common and evidence from trials of treatment for depression and anxiety 
disorders shows that co-morbidity with personality disorder is associated with poorer 
outcome. Therefore, as suggested by Zanarini et al. (2000), treatment should make 
additional consideration for this aspect regarding prognosis.
Finally, although the clinical material does not give enough information to allow the 
clinician to give any of the substance-related diagnoses, it may be deemed important 
for future treatment plans to assess Alice for the possibility of giving her an additional 
substance-related diagnosis because substance-abuse is related to poorer prognosis 
(Preston, 1997).
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Case Study ‘Alice’
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Case Study — ‘Alice’
Alice Siegel was 22 years old when she reluctantly agreed to interrupt her college education in 
mid-semester and admit herself for the eighth time to a psychiatric hospital. Her psychologist. 
Dr. Swenson, and her psychiatrist. Dr. Smythe, beheved that neither psychotherapy nor 
medication was cmrently effective in helping her control her symptoms and that continued 
outpatient treatment would be too risky. Of most concern was that Alice was experiencing 
brief episodes in which she felt that her body was not real and, terrified, would secretly cut 
herself with a knife in order to feel pain, thereby feehng real. During the first part of the 
admission interview at the hospital, Alice angrily denied that she had done anything self- 
destructive. She did not sustain this anger, however, and was soon in tears as she recounted 
her fears that she would fail her midterm examinations and be expelled from college. Die 
admitting psychiatrist also noted that, at times, Alice behaved in a flirtatious m ^ e r, asking 
inappropriately personal questions such as whether any of the psychiatrist’s girlfiiends were in 
the hospital.
Upon arrival at the inpatient psychiatric unit, Ahce once again became quite angry. She 
protested loudly, using obscene and abusive language when the nurse-in-charge searched her 
luggage for illegal drugs and sharp objects (a routine procedure with which Alice was well 
acquainted). These impulsive outbursts of anger had become quite characteristic for Alice 
over the past several years. She would often express anger at an intensity level that was out of 
proportion to the situation. When she became this angry, she would actually do or say 
something that she later regretted, such as extreme verbal abuse of a close fiiend or breaking a 
prized possession. In spite of the negative consequences of these actions and the ensuing guilt 
and regret on Alice’s part, she seemed unable to stop herself from periodically losing control 
of her anger.
That same day, Alice filed a “3-Day Notice,” a written statement expressing an intention to 
leave the hospital within 72 hours. Dr. Swenson told Alice that if she did not agree to remain 
in the hospital voluntarily, he would initiate legal proceedings for her involuntary 
commitment on the ground that she was a threat to herself. Two days later, Ahce retracted the 
3-Day Notice, and her anger seemed to subside.
Over the next two weeks, Ahce seemed to be getting along rather well. Despite some 
complaints of feeling depressed, she was always very well dressed and groomed, in contrast to 
the more psychotic patients. Except for occasional episodes when she became verbally 
abusive and slammed doors, Ahce appeared and acted like a staff member. Indeed, Ahce 
began taking on a “therapist” role with the other patients, hstening intently to their problems 
and suggesting solutions. She would often serve as a spokesperson for the more disgruntled 
patients, e)q)ressing their concerns and complaints to the admimstrators of the treatment umt. 
With the help of her therapist. Ahce also wrote a contract stating that she did not feel like 
hurting herself, and that she would notify staff members if that situation changed. Given that 
her safety was no longer an issue, she was allowed a number of passes off the unit with other 
patients and fiiends.
Ahce became particularly attached to several staff members and arranged one-to-one talks 
with them as often as possible. Alice used these talks to complain about alleged inadequacies 
and unprofessionalism of other staff members. She would also point out to whomever she was 
talking that he or she was one of the few who knew her well enough to be of any help to her. 
These talks usually ended with flattering compliments from Alice as to how understanding 
and helpful she found that particular staff person. These overtures made it difficult for certain 
of these selected staff members to confront Alice on issues such as violations of rules of the 
treatment unit. For instance, when Alice returned late from a pass off grounds, it was often 
overlooked. If she was confronted, especially by someone with whom she felt she had a
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special relationship, she would feel betrayed and angrily accuse that person of being “just like 
the rest of them.”
By the end of the third week of hospitaUzation, Ahce no longer appeared to be in acute 
distress, and discussions were begun concerning her discharge from the hospital. At about this 
time Alice began to drop hints in her therapy sessions with Dr. Swenson that she had been 
withholding some kind of secret. Dr. Swenson confronted this issue in therapy and 
encouraged her to be more open and direct if there was something about which she was 
especially concerned. Ahce then revealed that since her second day in the hospital, she had 
been receiving iUegal Street drugs from two friends who visited her. Besides occasion^y 
using the dmgs herself, Alice had been giving them to other patients on the unit. This situation 
was quickly brought to the attention of ah the other pahents on the unit in a meeting c^ed by 
Dr. Swenson; during the meeting Ahce protested that the other pahents had “forced” her to 
bring them drugs and that she actuaUy had no choice in the matter. Dr. Swenson interpreted 
this as meaning that Ahce had found it intolerable to be rejected by other people and was 
willing to go to any lengths to avoid such rejechon.
Soon after this incident came to light, Ahce experienced another episode of feehng as if she 
were unreal and cut herself a number of times across her wrists with a soda can she had 
broken in half. The cuts were deep enough to draw blood but were not hfe threatening. In 
contrast to previous incidents, she did not try to keep this hidden and several staff members, 
therefore, concluded that Ahce was malingering — that is, exaggerating the severity of her 
problems so she could remain in the hospital longer. The members of Alice’s treatment team 
then met to decide the best course of achon with regard to the dilemma. Not everyone agreed 
that Alice was malingering. Although Ahce was undoubtedly self-destructive and possibly 
suicidal and, therefore, in need of further hospitalization, she had been sabotaging the 
treatment of other patients and could not be tmsted to refrain from doing so again. With the 
members of her treatment team spht on the question of whether or not Ahce should be 
allowed to remain in the hospital, designing a coherent treatment program would prove 
difficult at best.
SOCIAL HISTORY
Ahce was the older of two daughters bom to a suburban middle-class family. She was two 
years old at the time her sister Jane was bom. Alice’s mother and father divorced four years 
later, leaving the children in the custody of the mother. Financial problems were paramount at 
that time as Alice’s father provided httle in the way of subsequent child support. He remarried 
soon afterwards and was generahy unavailable to his original family. He never remembered 
the children on birthdays or holidays. When Ahce was seven years old, her mother began 
working as a waitress in a neighborhood restaurant. Neighbors would check in on Ahce and 
Jane after school, but the children were left largely unattended until their mother retumed 
home from work in the evening. Thus, at a very early age Alice was in a caretaker role for her 
younger sister Jane. Over the next few years Ahce took on a number of household 
responsibihties that were more appropriate for an adult or much older child (e.g., babysitting, 
regular meal preparation, shopping). Ahce voiced no complaints about the situation and did 
not present any behavioral problems at home or in school. Her most sigmficant concem was 
the absence of her father. Had she somehow had something to do with the divorce? How 
much better would her hfe have been if only her father was with her?
When Ahce was 13 years old, her mother married a man she had been dating for about three 
months. The man, Arthur Siegel, had a 16-year-old son named Michael who joined the 
household on a somewhat sporadic basis. Michael had been moving back and forth between 
his mother’s and father’s houses since their divorce four years earlier. His mother had legal 
custody but was unable to manage his more abusive and aggressive behaviors, so she 
frequently sent him to live with his father for several weeks or months. Because she still
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entertained the fantasy that her mother and father would remarry, Alice resented the intrusion 
of these new people into her house. Ahce was quite upset when her mother changed her md 
her children’s last name to Siegel. She also resented the loss of some of her caretaking 
responsibihties, which were now shared with her mother and stepfather.
The first indications of any behavioral or emotional problems with Alice occurred shortly 
after the marriage. She was doing very weU academically in the seventh grade when she began 
to skip class. Her grades feU precipitously over the course of a semester, and she began 
spending time with peers who were experimenting with alcohol and street drugs. Alice 
became a frequent user of these drugs, even though she experienced some fiightening 
symptoms after taking them (e.g., vivid visual hallucinations, strong feelings of paranoia). By 
the end of the eighth grade, Alice’s grades were so poor and her school attendance so erratic 
that it was recommended that she be evaluated by a psychologist and possibly held back for a 
year. The family arranged for such an assessment, and Alice was given a fairly extensive 
battery of intelhgence, achievement, and projective tests. She was found to be extremely 
intelligent, with an IQ of 130 (Wechsler Intelligence Scale for Children — Revised). Pro­
jective test results (Rorschach, Thematic Apperception Test) were interpreted as reflecting a 
significant degree of underlying anger, which was believed to be contributing to Alice’s 
behavioral problems. Of more concem was that Ahce gave a number of bizarre and confused 
responses on the projective tests. For example, when people report what they “see” in the 
famous Rorschach inkblots, it is usually easy for the tester to also share the chent s 
perception. Several of Ahce’s responses, however, just didn’t match any discernible features 
of the inkblots. This type of response is usually seen in more serious disorders such as 
schizophrenia. The psychologist, although having no knowledge of Alice’s home life, 
suspected tbaf her problems may have been a reflection of her difficulties at home and 
recommended family therapy at a local community mental health center.
Several months later Alice and her mother and sister had their first appointment with a social 
worker at the mental health center. Mr. Siegel was distrustfid of the prospect of therapy and 
refiised to attend stating “no shrink is going to mess with my head!” In the ensuing therapy, 
the social worker first took a detailed family histoiy. She noticed that Ahce appeared very 
guarded and was reluctant to share any feelings about or perceptions of the events of her life. 
The next phase of family therapy was more educational in nature, consisting of teaching Mrs. 
Siegel more effective methods of discipline and helping Ahce to see the importance of 
attending school on a regular basis.
Family therapy ended after three months with only marginal success. Although Mrs. Siegel 
had been a highly motivated chent and dihgently fohowed the therapist’s suggestions, Ahce 
had remained a reluctant participant in the therapy and was unwilling to open up. One very 
serious problem Ahce had been experiencing had not even been brought to h^ t; she was 
being sexuaUy abused by her older stepbrother Michael. The abuse had started soon after her 
mother’s marriage to Mr. Siegel. Michael had told Ahce that it was important for her to learn 
about sex and, after having sexual intercourse with her threatened that if she ever told anyone 
he would tell ah her fiiends that she was a “slut.” This pattern of abuse contmued on 
numerous occasions whenever Michael was hving with his father. Even though Ahce found 
these encounters aversive, she felt unable to refuse participation or to let anyone know what 
was occurring. At the time Mr. and Mrs. Siegel divorced, when Ahce was 15 year old, these 
instances of sexual abuse were the extent of Ahce’s sexual experience. She was left feehng 
depressed and guilty.
When Alice began high school, she continued her association with the same peer group she 
had known in junior high. As a group, they regularly abused drugs. It was under the influence 
of dmgs that Alice began to have he first experiences of feehng unreal and dissociated from 
her surroundings. She felt as though she were ghostlike, that she was transparent and could 
pass through objects or people.
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Ahce also began a pattern of promiscuous sexual activity within the peer group. As happened 
when she was being abused by her stepbrother, she felt guilty for engaging in sex but unable 
to turn down sexual advances from either men or women. She was particularly vulnerable 
when under the influence of drugs and would, under some circumstances, participate in 
various sadomasochistic sexual activities. For example, Alice was sometimes physically 
abused (e.g., strack in the face with a fist) by her sexual partners while having sex. She didn’t 
protest and, after a while, came to expect such violence. On some occasions, Ahce’s sexual 
partners would ask her to inflict some kind of pain on them during sexual activity, for 
example, biting during fehatio or digging her nails into her partner’s buttocks. Even though 
these activities left Ahce with a sense of shame and guilt, she felt unable either to set limits on 
her peers, to leave her particular peer group, or to avoid those whose sexual activities were 
particularly troubling to her.
By the time Ahce was 16 years old, she found that she rarely, if eve wanted to spend time 
alone. She was often bored and depressed; particularly she had no plans for spentog time 
with anyone else. One night while cruising a car with fiiends, a siren and flashing hghts 
appeared. The pohce stopped the car because it had been stolen by one of her fiiends. A 
quantity of street drugs was also found in the car. Ahce claimed that she had not known that 
Ae car was stolen.
The judge who subsequently heard the case was provided with information concerning Ahce’s 
recent history at home and school. He was quite concerned with what appe^ed to be a 
progressive deterioration in Ahce’s academic and appropriate social functioning. Because 
previous outpatient treatment had failed, he recommended inpatient psychiatric treatment as a 
means of helping her gain some control over her impulses and preventing future legal md 
psychological problems. In some sense, Ahce was being offered a choice between being 
prosecuted as an accessory to car theft and possession of iUegal substances or signing into a 
mental hospital. Reluctantly, she chose the latter.
During the first hospitalization, Ahce’s emotional experiences seemed to intensify. She 
vaciUated between outbursts of anger and feelings of emptiness and depression. She showed 
some vegetative signs of depression such as lack of petite and insomma. Antidepressant 
medication was tried for several weeks and found to be ineffective. Ahce spent most of her 
time with a male patient in the hospital. To any observer, their relationship would not have 
seemed to have a romantic component. They watched TV together, ate together, and played 
various games that were available on the ward. There was no physical contact or romantic 
talk. Nonetheless, Alice idealized the man and had fantasies of marrying him. When he was 
discharged from the hospital and severed the relationship, Alice had her first non-drug- 
induced episode of feeling unreal (de-realization) and subsequently cut herself with a kitchen 
knife in order to feel real. She began making suicide threats over the telephone to the former 
patient, saying that if he did not take her back she would kill herself. She was given a short 
trial of antipsychotic medication, which proved ineffective.
During this first hospitalization, Ahce started individual psychotherapy, which was continued 
after discharge from the hospital. The therapy was psychodynamically oriented and focused 
on helping Ahce to estabhsh a trusting relationship with a stable adult (her therapist). The 
therapist also attempted to help Ahce work through the intrapsychic conflicts that had started 
early in her life. For example, the therapist hypothesized that Ahce’s mother had been critical 
of Ahce’s appropriate autonomous behavior during early childhood. It was beheved that the 
mother offered support and comfort Ahce only if Ahce behaved in a childish, dependent, and 
regressive manner. This was presumed to have led to Ahce’s fear of being abandoned by 
people who were important to her, should she act in an independent or self-assertive manner. 
One of the therapist’s goals was to show Alice that he would still be available (i.e., not leave 
her) when she acted in a mature, adult fashion. It was hoped that this would help Ahce to feel 
more secure in her interpersonal relationships.
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Despite these therapy sessions, Alice continued to exhibit the symptoms that had developed 
over the past several years, including drug abuse, promiscuity, depression, feelings of 
boredom, episodes of intense anger, suicide threats, de-realization, and self-mutilation (cutting 
herself). A number of hospitalizations were required when Alice’s threats and/or self- 
mutilation became particularly intense or frequent. These were usually precipitated by 
stressful interpersonal events, such as breaking up with a boyfriend or discussing emotionally 
charged issues in psychotherapy (e.g., her past sexual abuse). Most of the hospita^ations 
were relatively brief (two to four weeks), and Ahce was able to leave after the precipitating 
crisis had been resolved.
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In cognitive therapy, therapeutic change is not dependent upon the therapeutic 
system of delivery but on the active components that directly challenge the 
client’s faulty appraisals. Discuss.
The traditional view of the therapeutic relationship within cognitive therapy was that it 
was the context within which the technical interventions occurred (Lambert, 1983). In 
contrast to other therapeutic approaches, the cognitive therapist’s task was to resolve 
the client’s problems, as far as possible, using the ‘tools’ of cognitive therapy rather 
than using the therapeutic relationship per se. Although it was stressed that a good 
relationship (constructed, in part, on the basis of Rogers’ (1957) core conditions of 
counselling: empathy, genuineness, respect, warmth, and unconditional positive 
regard) had to be in place in order to carry out the tasks, this relationship was deemed 
‘necessary but not sufficient to produce an optimum therapeutic effect’ (Beck et al, 
1979, p.45). Rather, it was the more technical aspects of therapy that were thought to 
be the more salient components toward change, and the relationship was considered to 
merely help create the right environment in which the specific cognitive change 
techniques could be applied most efficiently (Beck et al 1979).
Beck’s model originally viewed difficulties in the therapeutic relationship, such as 
‘incapacitating tranference’, as technical problems to be identified and examined in 
the same fashion as any other cognitive behavioural data. The emphasis was on 
minimising its occurrence in therapy, a stance common in all the cognitive models of 
the time (Meichenbaum, 1985; Rehm, 1977). This type of thinking led to cognitive 
therapy being criticised for lacking the core conditions, and of merely applying a 
range of techniques in a somewhat mechanical manner and challenging the client’s 
dysfunctional thoughts without regard for the individual’s sensitivities. Therefore, the 
impression of cognitive therapy has often been that the therapeutic relationship is a 
mere ‘container’ in which to do the ‘real work’, with the view that difficulties and 
issues in the therapeutic relationship should be resolved before embarking on the 
therapy.
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These views of cognitive therapy are now dated, and a greater understanding of the 
underlying processes of therapeutic change within the therapeutic relationship has 
been developed, which are now being actively integrated into cognitive therapy. 
Amkoff (1981) was one of the first clinicians to challenge the traditional view, talking 
in terms of using the therapeutic relationship to understand wider relationships: and 
Jacobsen (1989) described how the relationship itself could be used as an instrument 
to produce change in depressive patients. Safran is perhaps the main figure involved in 
the development of this interpersonal framework, which helped change the emphasis 
on the therapist-patient relationship within cognitive therapy (Safran, 1990; Safran 
and Greenberg, 1988; Safran and Segal, 1990).
An important aspect of Safran’s model is the distinction between the information- 
processing model and the ecological model of cognitive functioning. The former 
position holds that an individual receives and transforms information. The latter views 
the individual in terms of interaction with the environment, which is, by and large, 
interpersonal. Safran’s framework is associated more with this latter position, in 
which knowing and acting are seen from a socio-functional perspective (Safran and 
Segal, 1990). Of central importance is the interaction between patient and therapist, so 
as to understand how this might reflect the patient’s interpersonal schemata and 
distress. This is not to say that the model is analogous to a psychoanalytic relationship, 
as the same guiding methodological principles of cognitive therapy apply just as much 
in this model as in earlier ones. Instead, the model views the therapeutic relationship 
rather like a training ground for developing healthier interpersonal relationships, 
where attention is given to client behaviours, cognitions and emotion within the 
session in the context of the feelings and responses that the client evokes in his 
therapist (Jacobsen, 1989). In this way, the model views the therapeutic relationship as 
a central vehicle for revealing core dysfunctional interpersonal schemata -  which are 
considered to be the most central structures. Liotti (1991) shares these ideas, and 
articulated similar connections between dysfunctional types of early attachment 
patterns and their significance for developing interpersonal schemata as manifested in 
the therapeutic relationship. An interpersonal schema is ‘a generic cognitive 
representation of interpersonal events...that is abstracted on the basis of interactions 
with attachment figures...and permits the individual to predict interactions in a way
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that increases the probability of maintaining relatedness with these figures’ (Safran, 
1988).
Guidano and Liotti (1983) and Guidano (1987) talk in terms of the relationship 
providing the context in which the client’s developmental history is uncovered as it 
relates to the dysfunctional attachment patterns that have prevented the integration of 
self-knowledge. Issues such as trust, dependency, aggression, over-compliance and 
avoidance are classed as essential information that serves to guide exploration. This is 
in sharp contrast with Beck’s earlier writings, which consider these intra-sessional 
phenomena as ‘technical problems’ requiring a problem-solving approach.
These developments have led to a growing cognitive model of the interpersonal 
process of the therapeutic relationship, as well as substantial focus on how to use the 
relationship as an active ingredient in therapy, as an intervention tool in itself (Beck et 
al, 1990; Jacobson, 1989; Safran, 1990; Safran and Segal, 1990; Young, 1994). 
Rather than viewing difficulties in the therapeutic relationship as needing to be 
resolved before the real therapeutic work can start, working on these difficulties may 
in itself be central to the process of change. Particularly for clients whose conflicts are 
often ‘interpersonal’ in nature, it is likely that the therapeutic relationship will prove a 
rich source of information for understanding them and their difficulties. The 
relationship can provide an arena in which the client can practice alternatives or new 
behaviours, such as being angry with the therapist or expressing emotion rather than 
avoiding it.
A further example of the relationship as an intervention tool is its use with clients who 
have personality disorders. The relationship becomes ‘a schema laboratory’ in which 
the client can safely evaluate maladaptive core beliefs [e.g. “Nobody can be trusted”] 
(Padesky and Greenberger, 1995, p. 123). This ‘relationship as laboratory’ metaphor 
also encourages the testing and development of alternative and adaptive schemas 
(such as ‘Some people can be trusted sometimes’). The relationship can become a 
corrective experience in itself.
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Helping a client to understand the meaning of his obstructive behaviour towards the 
therapist requires the therapist to be aware of how the client is feeling in the 
relationship, before making it a focus of attention. The therapist’s skill is more than 
rapport building; it necessitates being in tune with one’s own responses during the 
session, as well as with the client’s. Less emphasis is placed on challenging old beliefs 
or helping to build up new ones; instead, the focus is on acknowledging current self- 
structures and looking at the advantages, problems and contra-indications within them. 
Safran and Segal (1990) encourage testing out the client’s expectations of the 
therapeutic relationship. They consider that the client’s subjective experience in 
therapy and the therapist’s feelings and behavioural tendencies are equally important 
in pinpointing clinical problems. These developments support what humanistic 
therapists have always said, that the quality of the relationship is a ‘central’ aspect of 
the therapy.
To highlight the above points further, Amkoff (2000) documented two case examples 
to illustrate methods of recognizing and working with strains in the therapeutic 
relationship in an integrative cognitive therapy. The author argues that developmental, 
personality, and therapy-readiness constructs are useful in understanding strains in the 
alliance and whether to confront such strains directly. Attachment theory was relevant 
to understanding the therapeutic alliance in the first case of a 28-yr-old female 
presenting with career-related problems, when the client reacted to the possibility of 
termination in an insecure manner. Direct discussion of the alliance strain was thought 
to be useful in this case. The client in the second case, a 35-yr-old male with anxiety 
in specific social situations, was resistant to interpersonal influence. The therapist did 
not address strains directly because the client would probably not have seen this work 
as relevant to his goals. In this case, a focus on strains could have weakened the 
therapeutic relationship rather than strengthening it. These cases illustrate the 
importance of the client’s predispositions to the formation of the therapeutic 
relationship.
As cognitive therapy continued to develop, it soon came to be associated with a set of 
explicit assumptions, or guiding principles, which have become the defining 
characteristics of the approach. One of these is the collaborative nature of the
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therapeutic relationship. The emphasis on phenomenology required a context of 
collaboration: the client and therapist working together in an atmosphere of 
negotiation -  a direct descendant of Kelly’s notion of client and therapist as ‘personal 
scientists’ (Kelly, 1955). Beck and colleagues (1979) coined the phrase ‘collaborative 
empiricism’, which encapsulated the idea of a team approach in which the client 
provides the raw data to be investigated with the therapist’s guidance. Client and 
therapist attempt to understand and tackle clients’ emotional and behavioural 
problems, both actively engaging in the problem-solving process. The clients’ 
cognitions (thoughts, assumptions and beliefs) are viewed as hypotheses about reality 
rather than as facts, and these are tested out collaboratively. Evidence collected from 
such reality testing (e.g. behavioural experiments conducted to test a client’s 
assumption, ‘If I ask my friend for a favour, he will reject me’) is evaluated to 
determine if it confirms or contradicts clients’ hypotheses and ‘by this means, clients 
are encouraged both to view their thoughts as personal constructs of reality and to 
build their skills in evaluating their validity’ (Nelson-Jones, 1995, p.312). Through 
this process of collaborative empiricism, clients can leam to become ‘personal 
scientists’.
Documented prerequisite therapist characteristics for developing this collaborative 
therapeutic environment include both non-specific ones such as non-possessive 
warmth, accurate empathy and genuineness (Beck et a l, 1979; Beck and Emery, 
1985; D’Zurilla, 1988), and specific ones such as good educational skills in 
instructing, challenging and reinforcing patients’ efforts at change in a reciprocal, 
non-superior fashion, along with openness and directedness for nurturing an 
atmosphere of equality and partnership (Dobson and Block, 1988; Beck and Emery, 
1985; Rothstein and Robinson, 1991). For a client to disclose their innermost thoughts 
and emotions they lay themselves open to feelings of vulnerability, and therefore must 
be able to trust the therapist enough in order to reveal this type of information. To earn 
this trust and develop a good therapeutic collaboration, therapists should be warm, 
open, empathie, concerned, respectful, and non-judgemental.
In consideration of the therapeutic relationship in terms of cognitive change, 
substantial research effort has recently been expended on determining the contribution
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of the therapeutic relationship to psychotherapeutic processes and outcomes, and has 
been summarised by Hartley and Strupp (1983). Bordin (1979) called it the ‘working 
alliance’ and identified 3 features: (1) an agreement on goals, (2) the degree of 
concordance regarding tasks, and (3) the development of personal bonds. These 
researchers state that the therapeutic relationship is probably the most parsimonious 
explanation in accounting for therapy outcome and is likely to be a better predictor of 
outcome of therapy than any other single therapy variable. Its importance in both the 
process and outcome of therapy is apparent from findings showing that cases with 
more successful outcomes display an increase in alliance scores early in therapy in 
contrast to less successful cases in which alliance scores display a decrease (Hartley 
and Strupp, 1983). Luborsky (1976) has also found the importance of the early phase 
of therapy for the development of therapeutic alliance. Similarly, in one part of a 
series of studies, Strupp (1980) found most successful therapy outcomes to be a 
function of the clients’ ability to develop a meaningful relationship with the therapist.
These findings are replicated in Orlinsky and Howard’s (1986) review of the 
literature. They identified 3 components of the therapeutic relationship: (1) role- 
investment (i.e., client and therapist commitment to therapy), (2) empathie resonance, 
and (3) mutual affirmation. For ‘role-investment’, research findings suggested that 
client and therapist’s active engagement and therapist’s credibility both have a 
significant positive effect on client outcome. Interestingly, however, therapist 
genuineness was not strongly associated with positive outcome. For ‘empathie 
resonance’, therapist attunement, especially from the client’s viewpoint, was strongly 
associated with positive outcome. Similarly, reciprocal resonance was positively 
related to outcome, although therapists rated themselves low. The third component, 
‘mutual affirmation’, concerns an interest in and endorsement of the client’s well 
being. Findings for both client and therapist affirmation showed a consistent 
relationship with positive outcome.
More recently. Barber et al (1999) examined therapeutic alliance as a predictor of 
outcome in the treatment of 252 cocaine dependent outpatients. It was found that 
alliance predicted improvement in depressive symptoms after 6 months, and that 
therapist ratings of the alliance were less often predictive of outcome than patient
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ratings. The study showed preliminary evidence that higher alliance predicted more 
change in depressive symptoms in patients who remained for a longer time in 
treatment than for those who remained for a shorter time in treatment.
Similarly, Treasure et al (1999) examined the roles of readiness to change and 
therapeutic alliance in determining engagement and outcome in treatment of 125 
female patients with bulimia nervosa. It was concluded overall, that readiness to 
change was more strongly related to improvement and the development of a 
therapeutic alliance (particularly as perceived by clients) than the specific type of 
treatment. These studies indicate that the experience of early alliance in the therapy 
may be particularly important for therapy outcome from the client’s perspective.
When comparing the therapeutic relationship with technical aspects of therapy in 
terms of outcome, the relationship appears at least as important. In the classic Sloane 
et al (1975) study, clients’ were asked at four months’ follow-up to respond to 
components of therapy that they found helpful. The statements included items on 
technique (both dynamic and behavioural) as well as common factors. Successful 
clients, irrespective of the therapy they received, identified largely similar items: 
personality of the therapist, providing understanding of problems, encouragement to 
face problems and helping them towards greater self-understanding. Interestingly, 
psychotherapy techniques were not rated as the most important.
More recently. Rector et a l (1999) tested whether there were reciprocal interactions 
between the technical (cognitive change) and non-technical (therapeutic alliance) 
aspects of cognitive therapy using 47 outpatients with a depressive and/or anxiety 
disorder over a 20-week period. The results indicated that the two-way interaction 
between the therapeutic alliance and cognitive-change scores was found to predict 
depression outcomes: patients who reported a better therapeutic alliance and who 
experienced greater reduction in their depressive cognitions experienced the most 
favourable clinical outcomes. The researchers concluded that certain aspects of the 
therapeutic alliance (i.e., goals and tasks) may facilitate the implementation of the 
technical factors of cognitive therapy, while other aspects of the alliance (i.e., bond)
Academic Dossier -  Advanced Theoiy and Therapy Essay 37
act in collaboration with technical factors to produce direct effects on depressed 
symptoms.
These findings have been replicated in various studies (Keijsers et al, 2000; Svensson 
and Hansson, 1999; Wilson and Vitousek, 1999; Raue et a l, 1997; Gaston et al, 
1995; Muran et al., 1995; Muran et al, 1994). The results of these studies show that, 
overall, treatment outcome is positively associated with the therapeutic relationship 
and the Rogerian therapist variables -  empathy, nonpossessive warmth, positive 
regard, and genuineness. It seems also that whilst technical aspects (e.g. self 
monitoring for patients with anorexia nervosa) are extremely valuable, they must be 
implemented skilfully within a collaborative therapeutic relationship. The authors 
concluded that relationship factors in general have a consistent impact on cognitive 
therapy outcome.
It could be said that healing, of any kind, appears to be influenced for the better by the 
client’s trust or belief in the practitioner. And that in turn is influenced by her social 
behaviours, quite distinct from her clinical skills, and this is very important in the 
therapy relationship. Anyone engaged in helping others in whatever capacity will be 
called upon to do more than apply theoretical knowledge through skilled 
interventions. Unless the relationship is attended to, the rest of the work of most 
therapy cannot even begin. Krupnick et al, (2000) compared the therapeutic 
relationship established between therapist and patient and its effect on improving 
depressive symptoms in not only different types of psychotherapy (including cognitive 
therapy) but also in pharmocotherapy. In all the treatment groups, the evaluators 
reported that improvement in the patient’s mental state was attributed to the good 
therapeutic relationship. Also, the degree to which a patient could be engaged in a 
good relationship with the therapist was found to be the leading force in reducing a 
patient’s depression.
Similarly, Cape (2000) explored the association between therapeutic relationship and 
clinical outcome in general medical practitioner (GP) treatment of emotional 
problems. The results indicated an association between patient perceptions of how GP 
and patient related in the consultation and reduction in symptom severity. This also
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replicates the finding that the client’s perception of the therapeutic relationship is 
important in terms of outcome mentioned earlier.
In conclusion, it has been shown that studies examining the relative contribution of 
non-specific, relationship factors versus technical factors in therapy indicate the 
importance of both, a positive relationship making a significant contribution to the 
outcome of cognitive therapy. Therefore, the ‘tools’ of cognitive therapy go hand in 
hand with the core conditions. Neither is sufficient alone for therapeutic change to 
occur. The process of learning cognitive therapy involves both mastering techniques 
and integrating these into the context of the relationship. It has been shown that the 
therapeutic relationship in cognitive therapy is often used explicitly and 
collaboratively, and whilst may not be the focus of therapy, can be actively used in the 
service of therapy. Issues that arise in the therapeutic relationship are viewed as 
sources of information (used as tools) about the client, and can be used to both 
identify and modify beliefs and assumptions.
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By using one of the psychological models covered in this course, discuss how it 
can assists efforts to work integratively.
Pluralism holds that there is no single theoretical, epistemological or methodological 
approach that is paramount, and no one, correct integrative system towards which the 
field of psychotherapy is evolving. In light of this critique. Safran and Messer (1997) 
argue that the goal of integration should be to maintain an ongoing dialogue among 
proponents of different theories and worldviews thereby allowing for the clarification 
of differences as well as the cautious integration of alternative perspectives and 
techniques.
This kind of importation of concepts has been referred to as "assimilative integration" 
(Messer, 1992; 151-155). It is the incorporation of attitudes, perspectives, or 
techniques from one therapy into another in a way that is aware of how context 
shapes the meaning of foreign elements. This mode of integration favours a firm 
grounding in any one system of psychotherapy, but with willingness to incorporate or 
assimilate perspectives or practices from other schools (see also Strieker, & Gold, 
1993). This is an evolutionary process in which the contact with difference leads to a 
de facto, even if unacknowledged, integration. To cany on such a dialogue with the 
‘other’ in a meaningful fashion, one must be knowledgeable about and firmly rooted 
in at least one tradition, and know where one stands. It is argued that the existential 
model may provide a particularly good grounding from which to integrate other ideas, 
as unlike many other therapies, it does not offer a cut and dry technique or a 
methodology as a therapeutic modality, but rather is better depicted as a lens in which 
the therapist can view the client and the world in which the client exists.
There are several different views on existential therapy (e.g. Cohn, 1985; Frankl, 
1978; Gans, 1990; Heaton, 1990; Laing, 1960; van Deurzen-Smith, 1988; Yalom, 
1980), and no one unified form or manual to follow. Indeed, the existential approach 
to therapy is fundamentally opposed to universalising and categorising. Instead, there 
are beliefs held by specific existentialists, such as Satre, Heidegger or Kirkegaard 
(Milton et al 1998), and the phenomenological method to guide therapeutic thought. 
However, there is a sufficient and significant common ground, which sets the
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different forms apart from other models such as cognitive therapy and psychodynamic 
therapy. For instance, the existential therapeutic paradigm does not consider the 
person as an individual, but rather as Dasein which, when translated, means Being-in- 
the-World. The hyphens allow us to grasp the full meaning of the term, as they 
indicate the embedded-ness of the person in the world. The focus of interest for 
existential thinkers is to discover the meaning of being-in~the-world. Our reflections 
and experience of being are seen as constantly changing and being created in relation 
to the context or the environment. In other words, both Self and the world or the 
Other are made meaningful, or come into being, through reciprocal interaction with 
each other.
Existential therapy sees human being disclosing itself through time with successive 
meanings and clients can learn to find themselves by their own efforts. The approach 
is less insistent on rules for governing therapeutic behaviour and more focused on the 
actual events and experiences that arise between the participants in the sessions. 
Existential therapy, in its twin existential and phenomenological aspects, aims to use 
its knowledge with care, and take responsibility for the opinions that are fed back to 
clients. It is a tradition where the views of therapists aim not to dominate those of 
clients. The focus on environment emphasised in this model could usefully assist the 
cognitive-behaviour therapist by alerting them to the importance of the context and 
the relational aspects of experience (Corrie and Milton, 2000). The constructionist 
epistemology highlights for the cognitive practitioner the relatedness of the client to 
their world in terms of Dasein. This may challenge cognitive-behaviour therapy to 
think beyond cognitive distortions, to incorporate an exploration of experiential 
aspects of being on a more routine basis.
Corrie and Milton (2000) also suggest that one area that cognitive-behavioural 
therapy and existential-phenomenological therapy have in common is the concept of 
meaning. The cognitive-behaviour conceptualisation of human experience as 
including an interplay between thought, emotion, physiology and behaviour appears 
to relate to the existential attention to the four dimensions of being (Values, Intimate, 
Natural, and Social worlds respectively). The belief is shared between these two 
models that the interpretive aspect is central to our experience of life, and therefore.
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for example, the existential notion of values adds to the cognitive model of thoughts 
and images by offering a framework through which it is possible to explore the 
choices we make about who we are, who we want to become, and are able to become 
as we only have a limited amount of freedom.
It has been increasingly acknowledged by all models that how therapist and client 
experience being together is fundamental to a successful outcome in therapy. Human 
need for others is a crucial motivator of behaviour so that the ability to work with the 
relationship is an essential therapeutic tool for a therapist of any kind. There has been 
some convergence between some practitioners of the two schools of psychodynamic 
and existential therapy in the last two decades, which is characterised by a shift from 
the intrapsychic to the interpersonal aspects of psychological functioning.
Although the psychodynamic and the existential models have always placed the 
therapeutic relationship at the centre of their work, the former emphasises the 
transferential, and the latter the existential or real aspects of the relationship. Human 
development research suggests that both play an important, if different, role (O’Brian 
and Houston, 2000). Continuity and change feature in the developmental process. 
This gives justification to the therapist’s assumption that a therapeutic encounter will 
become a stage on which past experiences will be re-lived, and supports the 
widespread therapeutic practice in the psychodynamic model of paying attention to, 
and working with transferential phenomena. At the same time it indicates that we 
must also pay attention to the trans-theoretical real relationship. Therapists need to 
acknowledge that the therapeutic encounter, like any other new experience, has 
properties that pertain to that experience alone.
Some proponents of psychodynamic theory and existential therapists now emphasise 
here-and-now experience as a starting point to understanding and modifying the 
client’s way of being in the world. The therapeutic relationship, both you and me, has 
become, for some, the focus, thus acknowledging the vital role of reciprocity in 
human interaction. The concept of inter-subjectivity permeates both schools, and this 
offers a conceptual frame for an integrative practitioner and a possibility of 
reconciliation between these two models.
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Existential therapists need to be aware of defining or imposing their view of reality on 
others, but do offer thoughts and feelings for on-going discussion, interpretation and 
clarification. On the whole the therapists’ aim is to facilitate the production of clients' 
understandings and re-framings, and they should be careful not to (although still 
possible) impose meanings or requests on clients. It follows that the therapeutic 
relationship in existential therapy aims for an egalitarian character. The relationship 
in therapy is based around having trust and demand placed in oneself. But how do 
therapists respond to this trust and engage with the trusting person? From the first 
session, existential therapists would eschew any demand for instant healing from 
needy clients. Defences identified by existential therapists, such as the ‘ultimate 
rescuer’ and ‘specialness’ (see Yalom, 1980), may usefully be considered in 
combination with cognitive strategies. For example, both cognitive and existential 
therapists recognize the challenge of client resistance and helplessness and the 
potential to respond in overly prescriptive ways. Through explicitly drawing upon 
existential concepts of the therapeutic relationship while encouraging the client to try 
out independently ways of being in the world that promote self-sufficiency, both 
client and therapist may feel freer to explore these processes within the relationship. 
This can promote a less idealised view of the therapist and may facilitate the 
development of a more realistic view of the self and one’s capabilities -  as a client 
and possibly as a therapist (Corrie and Milton, 2000). The locus of control is shared, 
and therapists may vary their presence in the sessions. When they engage themselves 
with clients they need to be conscious of the probable effects of their own actions. 
Acceptance is a major therapeutic subject and by accepting clients' "maps of the 
world", and challenging them safely and appropriately, aids reappraisal and 
reinterpretation by bracketing and the variation of key features of any subject to 
imagine different possible worlds. This form of therapy attends to clients' responses, 
particularly those by which they ground themselves.
In summary, existentialism does not offer a textbook of "how to" techniques, rather it 
offers a viewpoint, a lens, a way of picturing the person and the world in which they 
live. It does not offer a cure-all; rather it seeks to help the client realize accountability 
for actions, thoughts, for ontos (being) while simultaneously helping the client to 
foster a deep sense of responsibility in the therapeutic relationship. Therefore, the
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therapists’ ability to remain phenomenological rather than theory led is perhaps the 
main criteria for successful therapeutic integration. The development of an open and 
engaged stance towards integration among theorists can lead to more fruitful cross- 
theoretical dialogue rather than the advocacy of a premature, unified paradigm (see 
Mahoney, 1993; Strieker, 1994).
No one theory does justice to the complexity of human beings. Integrating means 
recognising and valuing many different aspects of what it is to be a person including 
the body, affect, cognition, behaviour and spirituality. The beauty of our profession 
lies not in dealing with the ‘truth’ of the matter, but in searching for it while 
respecting and using our ignorance as a springboard to discovery. Whichever theory 
we choose, it is but one of many different ways of understanding the same 
phenomena. Over a century ago, John Stuart Mill (Cohen, 1961), a strong advocate of 
empirical methods in scientific procedure, argued that a plurality of views is critical. 
One reason he gave was that someone holding a particular point of view without 
considering alternative perspectives will not really understand the meaning of the 
view he or she holds.
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Introduction to the Therapeutic Practice Dossier
The therapeutic Practice Dossier relates to work carried out during the three year-long 
clinical placements. It contains a description of the three placements including type 
and duration, client population and types of supervision and a brief account of other 
appropriate therapeutic work and professional activities. An extended essay on my 
current approach to the integration of theory, research and practice concludes the 
dossier.
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Year One Placement: Child and Family Psychiatric Services
My first year placement was based at a Department of Child and Family Psychiatry. 
The department provided an outpatient assessment and treatment service for children 
and adolescents with a psychiatric disorder and their families. I worked as part of a 
multidisciplinary team, which consisted of two Consultant Psychiatrists, a Consultant 
Counselling Psychologist (Child Specialty), a Clinical Psychologist, three Clinical 
Nurse Specialists, and a Social Worker. There were also trainees from the University 
of Sussex, City University, and Brighton University.
Referrals were accepted from professionals in other agencies. Consultant 
Paediatricians, GP’s, and Health and Education (GP’s were informed when their 
patients were referred by others). The age range was 0-16 years (statutory school 
leaving age). Most children were seen within 3-4 months and emergencies were seen 
immediately. The team met weekly, under Consultant direction, to consider all 
referrals and to decide a response. Initial assessment usually included an interview 
with parent(s) and child and sometimes siblings. Some members of the Team 
preferred to carry out initial assessments in the home and treatment approaches varied 
from case to case.
Other services provided included, an established Family Therapy Clinic, Groups for 
same-sex individuals of a similar age, and a Behaviour Assessment Clinic that 
addressed behaviours associated with Attention Deficit Hyperactivity Disorder and 
related problems. There were good links with all other voluntary and statutory 
agencies involved with children and their families. Liaison meetings took place once a 
month with Paediatricians and Family Support Health Visitors.
Although the service adopted a humanistic approach to therapy, other approaches and 
techniques (i.e., dynamic, cognitive behavioural) were also utilized. I provided 
therapy on an individual basis, with clients alongside their families, in the department 
or at the client’s home. I also worked as co-therapist for an adolescent girls group. A 
Consultant Counselling Psychologist (integratively oriented) provided individual 
supervision, and I was also able to utilize group and peer supervision.
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Year Two Placement: University Student Counselling Service
The context of my second year placement was in a University Counselling Service, 
based within the Student Services Department of the University. The department 
provided services such as career and welfare advice, a full-time nurse, GP surgery and 
chaplain. The Counselling Service offered time limited therapy of 12 sessions within a 
12-month period to all students at the University. This would normally be arranged on 
consecutive weeks. If shorter or longer therapy was required, this was arranged 
between the counsellor^ and the client. The Counselling Team comprised five full or 
part time counsellors who were permanent members of staff and a number of 
Honorary Counsellors who were undertaking various training’s in counselling, 
psychotherapy and counselling psychology: usually this can number up to 10 
additional counsellors. Students were given information about the service on arrival at 
the University, and were advised to contact the secretary to arrange an appointment. 
Appointments were usually arranged within a week of initial contact, and although a 
Crisis or Emergency Service was not available, urgent appointments could normally 
be available within 24 hours. All clients were seen initially for an assessment by one 
of the five full or part time Counselling Team. If the client missed an appointment, a 
letter was sent to ask whether they wish to continue. If a second consecutive session is 
missed it was assumed that sessions would be discontinued.
I saw clients presenting with a wide range of concerns, (e.g., sexual and physical 
abuse, anxiety, and drug addiction) aged between 18-51. The department I worked in 
adopted a traditional psychoanalytic approach, utilising a blend of theoretical 
perspectives. I received individual supervision from a qualified psychoanalyst 
(Freudian), on a weekly basis, which involved analysis of verbatim reports of each 
session.
 ^Although the ‘Counselling Team’ comprises a range of differing professions, such as 
counsellors, analysts, and psychologists, the language used is in keeping with that of 
the Service.
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Year Three Placement: Community Mental Health Team (CMHT)
My third year placement was within the NHS, based in Sussex. The service provided 
adult mental health care for the local community; service users were adults aged 
between 17-70. The client group presented with a wide range of mental health 
difficulties, for example, physical, emotional and sexual abuse, depression, anxiety, 
and self-harm.
The multidisciplinary team incorporated professionals from various disciplines: 
Consultant Psychiatrists, Chartered Psychologists, Community Psychiatric Nurses, 
Occupational Therapists and Social Workers. Clients were usually referred by their 
general practitioner and/or psychiatrist and assessed for their suitability and placed on 
a waiting list. Therapeutic orientations within the department were varied: cognitive 
behavioural (CBT), psychodynamic, systemic and integrative. Supervision was 
provided by a counselling psychologist (integratively oriented although predominantly 
cognitive in practice) on a weekly basis.
I provided individual therapy to clients using a predominantly cognitive approach, 
although I was able to utilise other approaches (psychodynamic and systemic) 
depending on the needs of the client. I have also observed (and been observed) during 
assessments with my supervisor.
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Other Professional Activities
Other activities included attending multidisciplinary meetings (years one and three), 
liasing with psychologists, psychiatrists, general practitioners, community psychiatric 
nurses, and occupational therapists. I also attended ward rounds (year three) and 
shadowed other professionals (years one and three).
During the first and third years, I had the opportunity to give two one-hour 
presentations of my research to staff within the Trusts: professionals and care workers 
from various CMHT’s. I also presented client studies to my team on many occasions 
(years one and three).
Finally, I have attended a Care Program Approach/Care Management Briefing and 
Training Day during my third year placement.
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Integrating theory, research and practice: A personal account
Introduction
The purpose of this essay is to present the way in which I have integrated my training 
of theory, research and practice and arrived at my own personal therapeutic stance. To 
illustrate this (ongoing) process, I have used a selection of my work to explore and 
critically reflect on my personal struggles and dilemmas of integration^
Psychological therapy involves a complex interpersonal relationship involving many 
factors. One of these is that therapists bring into a therapeutic encounter something of 
their own worldview, which traditionally has developed whilst training in a single­
model approach (O’Brien and Houston, 2000). By contrast, the theoretical, practical, 
and research experiences that formed my training as a counselling psychologist have 
been more varied. Not only have I been exposed to several different psychological 
theories, but also I have had to practice them on placements. I have also learnt a 
variety of research methods, both in theory and in practice. My understanding and 
appreciation of the use of theory and research in therapeutic practice has grown as my 
training has progressed. This integrative training has offered from the beginning a 
variety of approaches and has encouraged a critical and evaluative stance. In this way 
I have been able to develop a favoured approach derived from a broad theoretical 
base, which I can test and modify through practice. This has led me to a sense of 
ownership and confidence in the possibility to make an informed choice about the area 
of work, including the type of client problems.
The (ongoing) integration of different theoretical frameworks has not been an easy 
task, particularly as integration has many different aspects (e.g., Norcross and
 ^Identifying information has been changed and pseudonyms used to protect client confidentiality. 
Terms such as counselling and therapy or counsellor and therapist, for the purposes of this essay, have 
been used interchangeably.
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Goldfried, 1992), of which a thorough examination is beyond the scope of this essay. 
However, my development both as a person and professional during the process of 
becoming an integrative practitioner has been greatly facilitated through the 
organisation of the training. Furthermore, I have come to realise that theory, our view 
of the world, has a powerful influence on what we perceive and how we intervene. I 
feel it is vital that we as therapists are aware of our own theoretical assumptions, and 
familiar with our own lenses for looking at the world and the biases that come with it.
I will attempt to illustrate these observations further throughout this essay, and to 
show how this view has been stimulated by such factors as personal therapy and 
supervision.
The process of theoretical integration has been particularly influenced by the 
chronology of my training. Whilst the training has followed a similar pattern over the 
three years for all trainees (i.e. ‘humanistic’, ‘psychodynamic’, and ‘cognitive- 
behavioural’ respectively), there have been individual differences in each trainees 
experience depending on factors such as the placement context and the preferred 
orientation of the supervisor. I feel that my (continuing) development as an integrative 
counselling psychology practitioner has been extensively influenced by my own 
personal experience of training, and therefore shall present the theoretical models in 
the order and context in which I encountered them. Each area inevitably overlaps with 
another, but this is expected, as it is reflective of the process of integration itself. 
Firstly, however, it is essential to have some kind of framework to guide integrative 
psychological therapy, and so I will summarize my personal philosophy of integration 
before outlining how this stance originated and developed.
Personal philosophy of integration: What therapy means to me
One of the differences between schools of therapy lies in the way in which they 
conceptualise what therapy is. The underlying assumption of the medical model has to 
do with the concept of a treatment or cure for some kind of ‘ill-health’. The opposite 
value system is inherent in the existential-humanistic approaches, which are primarily 
concerned with the person rather than the illness, and conceptualises therapy as a
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means of achieving a more self-fulfilling and authentic existence. A related way to 
conceptualise therapy’s task that I have found useful, derives from a developmental 
perspective. This sees the complaints brought by the client not as a manifestation of ill 
health, but rather as a crisis in negotiating the tasks that he confronts at a particular 
moment in his life course. There are some striking similarities between the processes 
involved in the course of therapy and those involved in human development. For 
example, Howe (1993:12) suggests that there are ‘distinct similarities between the 
developmental experiences of the child and the therapeutic experiences of the adult’. 
This is not to equate, he says, the adult client with the child, but rather to recognise 
that what people need from others, particularly when they are vulnerable to some 
extent, is similar across the lifespan. An understanding of human growth and 
development may thus have much to offer a therapist when she tries to make sense of 
what goes on between her and her client. I agree with Stem et al. (1998:906) when 
they argue that: ‘Since infants are the most rapidly changing human beings, it is 
natural to wish to understand change processes in development for their relevance to 
therapeutic change’. Furthermore, the quality o f the relationship emerges both 
developmentally and in the therapeutic encounter as the single most consistent and 
important predictor of positive outcome, irrespective of other contextual factors in the 
child and of theoretical orientation of the therapist (Frank, 1979; Stem, 1985; 
Horvarth and Symonds, 1991; Lambert, 1992; Orlinsky et al., 1994; Barber et al., 
1999; Treasure et al., 1999; Kmpnick et al., 2000).
Based on these findings and from personal experiences, my own personal integrative 
approach has developed from a holistic view of the individual as ‘unique’ and of the 
therapeutic relationship as the centre of the work facilitating change. Therefore, for 
me, teaming is more dependent on subjectivity and intuition, and I have come to 
believe that what is needed is the readiness to be myself with the client, rather than 
needing a ‘tool-kit’ of ‘what to do’. The former involves being able to respond to, and 
engage in, the interaction with the client, which of course varies from client to client 
and indeed from moment to moment. The latter can be of use only creatively, in view 
of the ever-changing dynamics of the therapeutic relationship. From this position I 
have incorporated and integrated knowledge and research mainly from different 
psychological theories and theoretical models of therapy, in order to develop a broader
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and fuller understanding of clients problems and an enhanced use of the therapeutic 
relationship as the basis for change or growth. Furthermore, the relating skills of the 
therapist, reflective practice though supervision and personal therapy, and evaluation, 
are essential components for the successful outcome of therapy. In this sense, I believe 
that integration is a dynamic and ongoing process.
Finally, throughout my training it has been emphasised that there is a great deal of 
common ground in the helping process. By looking at research as well as the theory 
and practice as described by the different therapy schools it is possible to observe 
what it is that therapists do in common, and what it is that differentiates between 
different schools. If there are no noticeable differences in outcome from different 
models, then a possible explanation is that there must be some common or non­
specific factors which occur in all therapies (Smith and Glass, 1977; Stiles et al., 
1986; Grencavage and Norcross, 1990; Norcross and Newman , 1992; Lambert and 
Bergin, 1994; Hubble et al., 1999). I shall illustrate some ‘common factors’ 
throughout the essay, although the structure of the paper will be largely chronological, 
following on from the Gestalt saying, ‘You need to separate before you can integrate’.
Personal Awareness
Throughout this essay I have emphasised the importance of the therapeutic 
relationship in facilitating change. However, to work with the therapeutic relationship 
requires that the therapist is aware of her own responses to the client. The road to 
integration may lie in the therapist’s careful monitoring of her subjective experience in 
the moment-to-moment interaction with the client followed by reflection on what she 
did and why. The therapist’s technique, therefore, should derive from the experience 
rather than determine it. It is interesting to note from the process-outcome research 
that aside from the major input of client and therapist personal characteristics, 
therapist’s self-relatedness is positively related to the therapeutic bond, suggesting that 
the therapist’s ability to maintain an open or self-congruent state is beneficial. Studies 
of human development testify further to the importance of self-reflectiveness in 
breaking habitual dysfunctional modes of relating (O’Brian and Houston, 2000).
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I have come to realise that throughout the work together, the therapist needs to give 
attentive reverence to the probability that her own beliefs and assumptions are 
different from those of the person seated opposite. Personal therapy, supervision, and 
experiential learning have been vital components toward achieving this aim and 
realising how embedded my cultural assumptions are. To ignore the ‘personal 
awareness’ aspect of training is to make the assumption that everyone speaks one 
language, with the same meanings for the same symbols. Moreover it is to ignore the 
fact that when confronted with dijference human beings tend to be suspicious and can 
become hostile. As therapists we owe it to our clients and to ourselves to understand 
those prejudices that we hold ourselves. Without caution and humility about 
difference, the therapist is unequipped for her task. I believe it to be part of the 
personal and professional development of a therapist, to gain proper sensitivity and 
awareness in this area. Where she senses that her knowledge and understanding do not 
reach, she needs to consider referring a client to someone who specialises in issues 
that present her with a cultural dilemma.
Personal awareness can only enhance my work with clients, particularly in providing a 
containing environment and in being non-judgemental, important criteria for the 
successful establishment of the therapeutic relationship. Equally, since I believe that 
congruence and genuineness are also essential components of therapy, then not being 
aware of my own emotional vulnerabilities might make it difficult for me to remain 
genuine in the therapeutic encounter. Similarly, supervision has continuously 
challenged my thought processes regarding clients and therapeutic processes, and has 
facilitated the process of integration as well as aided me in becoming an increasingly 
reflective practitioner. My therapeutic skills have been regularly monitored by my 
supervisors, and through their constructive criticism and encouragement, my 
confidence as a practitioner has been strengthened significantly each year.
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Development of Theory and Practical Understanding
The Influence o f Humanism
During my first year I worked in the context of a multi-disciplinary team in a child 
and family setting. This involved working with individual clients alone, and on many 
occasions alongside their families, particularly at the beginning of therapy when the 
situation was being assessed. At first I worked solely within a humanistic framework 
(Rogers, 1951, 1957; Meams, & Thome, 1992), which emphasises that the person is 
constantly striving to achieve fulfilment and growth through ‘meaning-making’. I 
soon discovered that the quality of the initial relationship with a client was dependent 
on how able I was to show empathy, unconditional positive regard and congmence, 
these being indeed the ‘core conditions’ stipulated by Rogers (1957) to be necessary 
and sufficient for therapeutic change. For example, when working with a 16-year-old 
girl who described feeling a ‘loss of control’ after her experience of sexual abuse and 
the divorce of her parents, it seemed essential to establish tmst and to form a secure 
base or attachment as the main focus of the work. The therapeutic relationship would 
then act as a model for future relationships and was a key element for growth with this 
client. It was thought that a more stmctured or directive approach may have reinforced 
the theme of ‘having no control’, and perhaps would have inhibited her potential for 
growth. The core conditions have since established themselves as necessary attitudes 
any therapist would need to possess in order to be able to establish a working 
relationship with any client, but now many authors have come to argue that they are 
not sufficient to create therapeutic change (Gelso and Carter, 1985, 1994; Moorey, 
1996). I found that the humanistic paradigm enabled me to see the importance of the 
therapeutic relationship and the ability of clients to negotiate successfully their own 
growth and change in therapy. However, I often found that more was needed, 
particularly when working with whole families, and so I looked to other approaches 
for guidance.
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The Influence o f Systemic Approaches
Whilst the same skills drawn from the humanistic perspective are employed when 
working with a family, as when working on a one-to-one basis, a further dimension is 
required as the therapist is acting as a facilitator for more than one person. During this 
first year, I was supervised by a counselling psychologist who provided an educatory 
as well as supportive role in modifying the basic Milan Systemic Approach (Campbell 
and Draper, 1985; Boscolo et al., 1987; Cecchin, 1987) to family therapy for use as a 
single therapist (see Dighton, 1990 for further discussion). The approach emphasises 
that the therapists’ aim is to remain neutral, and this is maintained by adopting a 
posture of curiosity that is based on the idea of each system having its own particular 
logic with respect to the way it interacts. This logic is neither good nor bad, right nor 
wrong, it is simply operative. There are many equally valid ways of perceiving the 
world, and the adoption of curiosity helps the therapist to discover the particular view 
of the family. The therapists’ aim therefore, is to look at how patterns of relationships 
are rather than at why people behave the way they do, and listen to the content and 
then inquire about the process. This helps to avoid introducing a judgemental 
connotation often leading to accusations and blame which is not useful as a context for 
change. I shall illustrate this further with a 12-year-old client, ‘Bella’ (see Attachment 
to Portfolio), that I saw both individually and with her family.
Bella was referred by her GP for unmanageable behaviour, and in particular 
aggressive outbursts toward her mother. Conversely, her mother described Bella as the 
most ’caring’ of her children, and so found it difficult to comprehend her aggressive 
outbursts. Adopting Casement’s (1985) idea of an internal supervisor, I wondered 
what role this child had in the family, what the purpose of this aggression might serve, 
and what effect this behaviour might have on the other members of the family. 
Initially Bella seemed self-conscious, and similar to the aforementioned client, the 
focus of the work was on the building of a therapeutic relationship in which she felt 
comfortable to trust and therefore disclose. She later discussed feeling as though she 
receives all the ’blame’ for any conflicts in the family, and it appeared that her 
aggressive outbursts had positioned her as ’scapegoat’ in the family.
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Systemic theory (Boscolo et al., 1987) suggests that families often spend much time 
producing explanations of each other’s behaviour, and it is often more useful to look 
at how this theme of causality may be reversed. Most commonly, as in this example, a 
family will say that the symptom is the cause of their problems. My task was to 
persuade them to accept that it is also possible to think of the problems making the 
symptom necessary. This was achieved by utilising circular questioning with the 
family as a whole. I also found the systemic position of curiosity useful to guide my 
direction back to the family as a unit, rather than to treat Bella as separate, which 
seemed to reflect the family view of her.
During this year, working with children and families, my interest in the developmental 
aspect of the therapeutic relationship, and in particular theories of early relationships 
and attachments (eg. Bowlby, 1973, Stem, 1985) increased. I found that these models 
provided a broader picture of psychological development and offered a framework, 
which built on my knowledge of the humanistic and systemic paradigms. This shall be 
discussed further in relation to my second year of training, when I came in closer 
contact with psychodynamic theories.
The Influence o f Psychodynamic Approaches
During my second year I worked in a university student counselling service, and used 
brief psychodynamic therapy (e.g., Mann, 1973) interventions associated with theories 
of psychodynamic writers such as Klein, (e.g. Segal, 1992), Winnicott, (e.g. Jacobs, 
1995), Kohut (1959, 1981) and others. The ‘focus’ of therapy then, was of a 
psychodynamic dimension, reaching into the past and connecting past feelings and 
attitudes with the present (as demonstrated in Malan’s (1979) triangles of conflict and 
person).
In fact, it could be argued that the constant and rigid stmcture of the analytic 
fi-amework and setting has the same function for the client that the maternal holding 
environment has for the child’s developing ego. By enforcing the boundaries, it is 
hoped that the client feels contained by the therapist who reawakens previous good
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experiences of being held and thought about, and gradually mobilizes available inner 
resources of hope, trust and initiative with which his temporary helplessness can be 
conquered and transformed into mastery (Freud, 1940; Segal, 1964; Cooper, 1997; 
Mander, 2000). In order for this to happen there needs to be a felt experience of 
regaining ego strength as well as an understanding of what triggered off the crisis in 
the first place, e.g., an unconscious linking of present and past events and conflict that 
produced the anxiety of losing control.
Although my caseload was varied, I encountered many developmental issues 
associated with transitional difficulties from adolescence to adulthood during this 
placement. Theories of development such as the psychoanalytic ‘stage’ model and 
Erikson’s eight-stage model (1959) were useful to inform my theorising of client 
issues, although later on, I came to value a more rounded view of development. For 
example, Rutter and Rutter’s (1992) research review seems to give support for both 
the ‘stage’ theories and the ‘lifespan’ theories of development. They show that whilst 
the life-span psychologists’ view that change happens throughout life, and 
psychological functioning can be influenced by maturational, genetic or 
environmental factors, longitudinal studies show that the outcome of transitions, and 
the ways in which they are dealt with, is partially determined by people’s past 
behaviour and experiences. To illustrate my use of developmental theories such as 
Erikson’s (1959) within the psychodynamic framework, I shall use a case example.
Mr. M was a 19-year-old, who approached the counselling service shortly after his 
arrival at university and reported extreme shyness, and a lack of confidence and 
assertiveness (see Appendix to Portfolio). It was formulated that Mr. M was 
experiencing psychological disequilibrium, possibly resulting from developmental 
issues associated with the adolescence/young adulthood life stage (Erikson 1959). It 
appeared that the separation from his ‘childhood’ home environment (which he 
considered ‘safe’ and ‘secure’) to the new university environment had triggered off 
anxieties about hidden feelings (in terms of Malan’s triangle of conflict), and 
subjected him to new social demands and expectations which may have threatened his 
sense of self (Breakwell 1986). In response to the conflict arising from such 
developmental tasks as ‘identity versus role confusion’ (Erikson, 1959), and
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separation-individuation’ he seemed to have adopted interpersonal strategies and 
compensatory defences of intellectualisation, social avoidance and isolation, to protect 
him from criticism or rejection from others.
Therefore, my formulation considered how early family relationships and leaving the 
family home may have interfered with the completion of the above adolescent tasks. 
The focus of therapy was on the resolution of Mr. M’s identity structure to help him to 
pursue the adolescent task of separation-individuation into which the move to 
university seemed to have thrown him. My role, as I saw it, was as a significant other 
with whom unfinished or inhibited developmental tasks could be undertaken, repaired 
and taken further. I aimed to help Mr. M to identify ways in which he was different 
from others with respect to, for example, attitudes, values, and beliefs, and work out 
ways of appropriately confronting these differences with the person he felt he was and 
thereby providing a ‘a corrective emotional experience’ (as first hypothesized by 
Alexander and French (1946)). It was hoped that this approach would allow growth of 
the ego and self and aid the necessary process of identity formation.
Working within a focused time-limited therapy gave me the opportunity to discover 
some of the advantages and difficulties with short-term work. For example, for the 
above client, short-term work was thought to be more helpful than engaging in a 
regressive therapeutic relationship that may have emulated the regressive pull that he 
was attempting to separate from. However, one difficulty with brief work may be that 
the therapist also senses anxiety towards the end, either coming from within, or 
through the client, which could lead to inappropriate challenges to ‘force a change’. I 
was aware that transferential issues with this client made this fear real, and had found 
supervision essential in monitoring for this aspect.
To illustrate my personal integration of the humanistic, systemic and psychodynamic 
models, I shall return to the aforementioned client ‘Bella’. It was hypothesised that 
Bella felt anger possibly as a result of early history separations from her mother. This 
anger seemed to serve the function of gaining attention (which may be viewed as a 
distortion of love), and also may be to punish her mother and discourage further 
abandonment. This is consistent with Bowlby's theory of separation anxiety (1973),
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arguing that often anger is aroused in children (and adults) after a loss or separation 
from the primary caregiver and is an attempt to promote union. After the initial family 
meeting, Bowlby s theory of attachment in personality development was used as a 
framework to guide the family therapy, particularly in relation to the work carried out 
individually with Bella. This fi-amework was adopted due to the hypothesis generated 
that there seemed to be difficulties in the attachment relationship between Bella and 
her mother. Also, as Bowlby (1973) discusses, where core attachments are 
problematic, they will have a powerful influence on the way someone sees the world 
and their own self-perception. Where there is a secure core state, a person feels good 
about himself or herself, but where the core state is insecure (as the hypothesis 
concerning Bella postulates), defensive strategies (eg. aggression) come into play. 
Applying Bowlby's attachment theory, the therapist aimed to provide Bella with a 
secure base, from which to explore the various unhappy and painful aspects of her life, 
past and present, which may be difficult to do without a trusting relationship to 
provide support and encouragement. The therapist also aimed to assist Bella in her 
exploration by encouraging her to consider the ways in which she engages in 
relationships with sigmficant figures in her current life. Various exercises (see Hobday 
and Oilier, 1998) were utilised in this endeavour throughout the therapy.
Although the principles of Bowlby's approach may seem similar to those of other 
analytical therapies, attachment theory differs in that it views the client's 
misperceptions and misunderstandings as the reasonable products of what the client 
has actually experienced in the past, rather than as the irrational offspring of 
autonomous and unconscious fantasy. Discussion and activities exploring the 
individual experiences Bella had, enabled the therapist to reflect back these 
observations to the family and generate alternative ways of viewing her behaviour. 
Circular interviewing sought to elicit information in terms of differences and 
relationships in the family.
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The Influence o f Cognitive Approaches
In my final year I used largely cognitive approaches (e.g., see Beck, 1976,1979,1990; 
Beck, Rush, Shaw & Emery, 1997; Wills & Sanders, 1997; Hawton, Salkovskis, Kirk, 
& Clark, 1996), although I have also integrated knowledge and practice from previous 
years. The cogmtive framework proposes that an individual’s thoughts have a large 
influence over his/her mood with negative thoughts helping not only to create, but also 
to maintain, a negative mood state. Cogmtive therapy examines the idiosyncratic 
meanings that individual’s assign to events in order to understand their emotional and 
behavioural reactions to these events. A large focus is on exploring the client’s 
conscious and pre-conscious (currently unaware of but accessible with therapist 
prompting) patterns of thinking, and stresses individual free will and the capacity to 
change through cognitive restructuring. The cognitive model postulates that during 
psychological distress a person’s thinking becomes more rigid and distorted, 
judgements become over generalised and absolute (e.g. ‘My heart is racing so I must 
be having a heart attack’), and the person’s basic beliefs about the self and the world 
become fixed (Weishaar, 1996).
The cognitive therapist aims to view the world through the client’s eyes, usually 
revealed through Socratic questioning and guided discovery techniques. It is hoped 
this will help train clients to tap into their ‘self-talk’, a key task of cognitive therapists. 
Reality testing is directed at clients’ thinking and not at their overt behaviours. 
Treatment strategy in cognitive therapy is early therapeutic intervention at the level of 
automatic thoughts (NAT’s) to produce symptom relief and then moving on to 
underlying beliefs to effect longer term change. For example, when working with a 54 
year old lady who presented with panic symptoms relating to particular situations, my 
decision to use cognitive therapy was influenced by a commitment to evidence based 
practice, which identifies this as the most appropriate therapy (e.g. Clark, 1989). In 
addition, my client conveyed the wish to reduce her symptoms as they interfered with 
her lifestyle. It seemed unlikely, therefore, that she would be able to work at a more 
‘in depth’ level because her symptoms interfered with her emotional experience and 
thought processes. What is important here is that the client was clear about what she
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wanted to address. My own flexibility as a counselling psychologist meant that I could 
use the approach that was best suited to her particular problem, i.e. symptom reduction 
in the ‘here and now’.
The traditional view of the therapeutic relationship within cogmtive therapy was that it 
provides the context within which the technical interventions occurred (Lambert, 
1983). It was considered as a mere ‘container’ in which to do the ‘real work’, with the 
view that difficulties and issues in the therapeutic relationship should be resolved 
before embarking on the therapy. This view is now dated, and Safran (1990) is 
perhaps one of the main figures involved in the development of a more interpersonal 
framework, which has helped change the therapist-client relationship within cognitive 
therapy in this way (Safran, 1990; Safran and Greenberg, 1988; Safran and Segal, 
1990).
Guidano and Liotti (1983) and Guidano (1987) talk in terms of the relationship 
providing the context in which the client’s developmental history is uncovered as it 
relates to the dysfunctional attachment patterns that have prevented the integration of 
self-knowledge. Issues such as trust, dependency, aggression, over-compliance and 
avoidance are classed as essential information that serves to guide exploration of the 
therapy. This is in sharp contrast with Beck’s earlier writings, which consider these 
intra-sessional phenomena as ‘techmcal problems’ requiring a problem-solving 
approach. These developments have led to increased emphasis in the cognitive model 
of the interpersonal process of the therapeutic relationship, as well as substantial focus 
on how to use the relationship as an active ingredient in therapy, as an intervention 
tool in itself (Beck et al, 1990; Jacobson, 1989; Safran, 1990; Safran and Segal, 1990; 
Young, 1999). Rather than viewing difficulties in the therapeutic relationship as 
needing to be resolved before the real therapeutic work can start, working on these 
difficulties may in itself be central to the process of change. Particularly for clients 
whose conflicts are often ‘interpersonal’ in nature, it is likely that the therapeutic 
relationship will prove a rich source of information for understanding themselves and 
their difficulties. The relationship can provide an arena in which the client can practice 
alternatives or new behaviours, such as being angry with the therapist or expressing 
emotion rather than avoiding it.
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Research
To revisit the point where this paper began, I would like to return to the concept of the 
therapeutic relationship and personal awareness, and to further widen this concept 
toward carrying out research. The dilemma of representing the ‘Other’, (i.e. the 
representation of groups to which researchers and writers do not themselves belong - 
see Wilkinson and Kitzinger, 1996; Oguntokun, 1998) arose during the completion of 
my own research into the experiences of male rape victims (see Research Dossier). 
Similar to Oguntokun (1998), I assumed that my experience as a woman who has 
survived a rape attack would place me in a position of ‘sameness’ in terms of this 
experience, and although obvious gender differences, I would constitute ‘us’ rather 
than ‘Other’ to these men regarding the rape. I assumed that I was ideally placed to 
give voice to the experiences of male rape victims when I was planning my research, 
and that these factors of ‘sameness’ would give me the right to represent these men’s 
experiences with legitimacy and authenticity as an ‘insider’, avoiding the errors that 
someone without this experience might make. In this way I would be stating my 
‘speaking position’ (Burman, 1994), and abandoning objective detachment. It is 
suggested (Coyle, 1996), that far from detracting from the legitimacy of the research, 
dissolving the distinction between the researcher and the ‘Other’ is presented as a way 
of enhancing legitimacy. However, Oguntokun (1998) invoked Hurd and McIntyre’s 
(1996) term, when describing this experience as falling victim to the ‘seduction of 
sameness’. She describes her attempt to equate her own feelings with theirs as 
patronizing and contemptuous -  and came out of each interview feeling more and 
more experientially distant from the interviewees. She began to wonder at the 
arrogance of assuming that we can ever really represent another.
This mix of ‘sameness’ and ‘Otherness’ raises a number of tensions and dilemmas, 
which are present throughout the therapeutic encounter. These considerations have led 
to my realisation that it is perhaps not possible to produce an absolutely ‘true’ or 
‘authentic’ reflection of the ‘Other’ because any representation is filtered through the 
lens of the researcher’s understanding and is but one of many potential 
representations. Instead, it is possible, through systematic analysis, to produce a
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representation of participants’ core, common concerns that stands a reasonable chance 
of effecting change that will be beneficial to them (Coyle, 1996). Furthermore, being 
aware of the difference helps my attempts to see things from their point of view. For 
me, this is about integration, as it encourages me to be attentive and to invite them to 
reflect and explore this difference.
Conclusion
My training toward becoming a professional counselling psychologist has necessitated 
the integration of both theory and research on a professional and personal level. I have 
developed a personal stance of working with clients, which has been equally 
influenced by the supervisory process, personal therapy and the context in which I 
have been working. It is my belief that a broader knowledge and practice base allows 
for greater choice when responding to clients specific needs, temperament and 
circumstances, and therefore, I am now looking forward to further developing my 
skills further as a counselling psychologist and becoming more aware of other models 
that could not be covered in depth in the course of a three-year training.
I believe that no one theoiy can do justice to the complexity of human beings. 
Integrating means recognising and valuing many different aspects of what it is to be a 
person including affect, cognition, and behaviour. Other areas for future exploration 
may be the body and spirituality. The beauty of our profession lies not in dealing with 
the ‘truth’ of the matter, but in searching for it while respecting and using our 
ignorance as a springboard to discovery. Whichever theory we choose, it is but one of 
many different ways of understanding the same phenomena. Over a century ago, John 
Stuart Mill, a strong advocate of empirical methods in scientific procedure, argued 
that a plurality of views is critical. One reason he gave was that someone holding a 
particular point of view without considering alternative perspectives will not really 
understand the meaning of the view he or she holds (Cohen, 1961).
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Introduction to the Research Dossier
The Research Dossier contains three research reports: a literature review and two 
empirical studies, one using qualitative methods of data analysis and the other using 
quantitative methods. Collectively they constitute a larger research project carried out 
over the three years of training. The literature review explored the ‘cycle of silence’ 
that surrounds the issue of male rape in our society and the subsequent implications 
this has for psychotherapeutic practice. This theme was pursued in the second and 
third year empirical studies; respectively exploring the phenomenological experience 
of men raped as adults, and the attitudes of psychologists, psychotherapists and 
counsellors toward male rape victims.
Full title:
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Male Rape and the Cycle of Silence: A Literature Review
Short title:
Male Rape and the Cycle of Silence
Abstract
This article reviews the literature on male rape and attempts to illustrate the way in 
which this phenomenon is constructed in our society, and the implications this has for 
the victims. A central focus will be on the prevalent 'hegemonic' masculine image in 
our society and how this impacts on the subjective experience and coping strategies of 
male victims, by threatening their identity (Breakwell, 1986). The role of 
professionals such as counselling psychologists to challenge these societal attitudes, 
breach the silence of male rape and foster the development of effective coping 
strategies is outlined.
Key words: male rape; subjective experience; coping strategies; hegemonic masculinity.
Alison Warren is currently a trainee on the Practitioner Doctorate in Psychotherapeutic and 
Counselling Psychology at the University of Surrey. Correspondence concerning this review 
should be addressed to Ahson Warren, Department of Psychology, University of Surrey, 
Guildford, Surrey, GU2 5XH. Tel: (01483) 300800 Fax: (01483) 259553.
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Introduction
The adult male is not often thought of as a victim of sexual assault, and this seems to 
be reflected in the absence of clear terminology to define this type of assault. 
However, as this review illustrates, the literature that exists on male rape makes clear 
that it is a highly traumatic event for the victims (King, 1992). Rape is for males, as it 
is for females, not primarily a sexually motivated act but, instead, an expression of 
aggression. The act of rape is an effort to demonstrate hostility, status, or domination 
and, as such, is especially threatening to males in our society, who are taught from a 
young age to defend themselves against aggressors.
Although there are many similarities to the way men and women respond to the 
experience of being raped (Burgess and Holmstrom, 1974), there are also important 
differences. In particular, the context of society shapes what it means to be 'a real 
man', and men often see their victimization through this male frame of reference. 
Whilst recent literature takes the position that there is no one form of masculinity or 
one defining set of attributes (Mac an Ghaill, 1996), one type of enactment remains 
dominant within western society, that of hegemonic masculinity (Connell, 1987). This 
refers to those men who hold economic and social power within patriarchy and 
embodies such characteristics as control and aggression, which serve to maintain the 
relationships of dominance over women and over subordinate groups of men. This 
'image of masculinity' conflicts with the image of being a victim, and even more so as 
a victim of sexual assault, and thus constitutes a unique threat to the hegemonic 
masculine identity. In this article, the use of Breakwell's (1986) model of identity 
informs the exploration of the impact of this threat, and how it may create singular 
difficulties for victims of male rape to manage this conflict, possibly abrogating 
psychological well being. It can be speculated that this threat could affect the 
strategies used by men to cope with the experience of rape. The awareness of such 
gender differences in relation to coping with sexual assault are relevant to counselling 
psychologists who may have male clients experiencing difficulties related to 
assimilating a sexual assault into an established masculine identity.
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Traditionally, it has been assumed that men do not 'need' or 'desire' therapeutic help, 
although this article will argue that counselling psychologists have an important role 
to play in helping men who are suffering from the impact of rape. The importance of 
this role stems from the humanistic value base of counselling psychology, which seeks 
to understand the subjective experience of persons in psychological distress and work 
within this perspective to promote change.
It will be argued that to ignore the subjective experiences of male rape victims, and to 
assume that men can cope, professionals such as nurses, doctors, police and 
psychologists collude with the pervasive theme in society that male rape does not 
exist. This neglect may compromise the effectiveness of interventions and liniit the 
development of an individual’s coping strategies. An examination of possible gender- 
specific coping strategies can inform the type of therapeutic intervention offered.
Gay men who have been raped may already have had to reflect critically upon their 
masculinity because of the social construction of homosexuality in terms of gender 
inversion and so their masculine identity may not be affected in the same way. 
However, although a gay victim of rape may not face the problem of compromised 
identity, the violence and exploitation of the rape experience may magnify existing 
feelings of vulnerability brought about by societal homophobia. Although it is 
recognized that gay men also suffer the trauma of rape, the central focus of this review 
will be on the experiences of heterosexual victims of male rape in the community.
How is ’male rape’ defined?
The realization that the definition of 'male rape' is extremely problematic quickly 
came into focus whilst researching this paper. Scarce (1997) describes the working 
definition of the word 'rape' as any penetration of a person's mouth, anus, or vagina, by 
a penis or any other object, without that person’s consent. The term 'male rape' is used 
in reference to the act of an adult male raping an adult male. However, this definition
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is not always clear, and unless carefully defined, the latter term may be semantically 
confusing, as many people remain unsure whether the male in male rape is an 
indicator of rapist, victim, or both.
As social problems emerge and attract increasing attention, the struggle to create a 
common language that accurately names and defines these problems is inevitable. 
Such is the case with male rape. Although the rape of men is not a new phenomenon, 
it certainly has not attracted the same amount or kind of public attention as the rape of 
women. From this difference we presently find ourselves in the necessary position of 
using the adjective male as a modifier to rape so as to communicate 'men raping men', 
as 'rape' is automatically presumed to involve a male perpetrator and a female victim. 
The general belief persists that either men cannot be raped, or if they are, so few men 
are raped that it becomes a freak occurrence, an act so bizarre that it bears no formal 
similarity to the commonplace rape of women in society. The lack of unambiguous 
terminology underscores this problem.
To further confuse this issue, studies examining male rape have tended to offer 
differing definitions. For example. King et al (1999) used the term 'non-consensual 
sex', to define the rape of men. This term is problematic and could be perceived as 
having a different meaning from the term 'rape', implying the latter is more severe. 
Similarly, Hickson et al (1994) studied 930 gay and bisexual men and reported that 
just over a quarter had been "subjected to sex without...consent" in their lifetime and 
that 99 of these men had been raped. The researchers used a very loose definition of 
'without consent', leaving it up to the interviewees to define. This illustrates a good 
example of the definitional problem, and again the term 'sex' implies a confusion 
between the term 'sex' and 'rape'. There is also the implication in this study that 'sex 
without...consent' for the gay men interviewed is less traumatic than 'rape'. There is 
further confusion over the difference between 'sex' and 'rape' when considering the 
subjective meaning of rape.
Davies et al (1993) illustrated that penetration of the anus may hold profoundly 
different cultural meanings for gay men than for heterosexual men. Many gay men
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consider their anus to be a sexual part of their anatomy, and may feel 'sexually' 
violated if they are anally raped, whereas many heterosexual men may feel that forced 
penetration of their anus represents participation in an activity that is not necessarily 
sexual, but 'unnatural' or 'perverse'. (Of course this is a generalization, as some 
heterosexual men engage in activities that bring them anal pleasure and some gay men 
find anal sex unappealing). From this, it may be speculated that gay men who have 
previously engaged in consensual, receptive anal intercourse are better able to identify 
forced anal penetration as sexual assault or violence, whereas heterosexual men may 
view it as some other kind of non-sexual assault. However the assault is viewed, the 
distinction between 'sex' and 'rape' should always be clear so as not to underestimate 
the effect on the victims.
Legal définition
Turning to legal definitions, the Sexual Offences Act (1967) in Great Britain defined 
rape specifically as the non-consensual penetration of a vagina by a penis. This 
definition excluded not only male victims, but also other violent sexual offences of 
penetration by objects or parts of the body other than the penis. Other acts of sexual 
violence fell under the broad term of indecent assault, which were treated as a less 
serious crime, as reflected in both attitudes and sentencing policy, creating 
discrepancies in the legal treatment of female and male rape victims (Temkin, 1987). 
McMullen (1990) argued forcefully against this position. His work confirmed the 
view that non-consensual buggery is of comparable gravity to rape and is associated 
with similar levels of distress and disturbance. In February 1993 the British 
government rejected a bill that would have reformed the existing rape law to include 
both marital rape and male rape. The government justified the defeat of the bill by 
stating the reform was unnecessary as marital rape and male rape were already 
covered under the existing criminal offences. Male rape was defined as 'buggery', 
carrying a lesser penalty than that of rape. In July 1994, the definition of rape was 
finally extended to include the act of men raping men based on evidence of the severe 
impact rape has on male victims. This Act brought about significant changes in the 
law and for the first time allowed recognition of male rape within the legal system.
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The 1994 Act seeks to be gender neutral, making it possible for victims of rape to be 
either male or female.
There have been a number of important repercussions following these changes in the 
law. The legal recognition of male rape and the raising of its status in terms of 
sentencing policy have led to increased research interest and greater understanding of 
the traumatic impact of sexual assault on male victims (Rogers 1995).
In other countries, the legal issues surrounding male rape are complex and 
contradictory. In the United States, rape is legally defined on a state-by-state level, 
and the statutes differ widely in terminology and applicability. For example, anal rape 
is often classified under a different crime, such as 'deviant sexual intercourse' 
(Alabama, Missouri, New York and Oregon) or 'forcible sodomy' (Utah and Virginia). 
Under the classification in states such as Utah, consensual anal intercourse between 
men is deemed more criminal and carries a higher sentence than male rape (Scarce 
1997).
Although the law in Great Britain now provides a clearer definition of male rape, 
there are still some restrictions to this definition. For example, non-consensual 
buggery, which can be inflicted upon both sexes, has nonsensically been renamed 
'male rape'. As Greer (1999) suggests, this definition renders femaleness as either 
'inferior' or as signifying 'nothing at all'. Also, the current legal distinction between 
rape and other sexual assaults may obscure similarities in terms of their impact. 
Clinical work reveals that sexual assaults, which do not meet the legal definition of 
male rape, may have similar repercussions in terms of the levels of distress and 
disturbance caused and therefore should be included in discussions of male rape (Burt 
and Katz, 1987; Temkin, 1987; Rogers, 1995). Clinical definitions of male rape, as 
opposed to legal definitions, tend to be more inclusive because they emphasize the 
overlap between sexual assaults and rape. Temkin (1987) argues that excluding 
victims of sexual assault from clinical work and research on rape reinforces the view 
that these offences are less traumatic for the victim. Therefore, for the purpose of this
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report, I shall use the term sexual assault and male rape interchangeably, indicating 
the comparable trauma related to both.
It is interesting to note that keyword searches in the use of electronic research 
databases became quite telling during the research of this report. A search under the 
phrase homosexual rape tended to yield approximately 50% more articles than 
searches under the term male rape and same-sex rape combined. This indicates that 
even the language used to describe and define the same-sex rape of adult men remains 
varied and unclear, albeit a disturbing preference for the misleading homosexual 
descriptor. Just as there is no strong agreement between researchers about the 
demographics of male rape, there is not yet a consensus about the everyday language 
to even describe the rape of men.
Prevalence of male rape
In Europe there are no epidemiological data on the prevalence of male rape or on 
differences in psychological health between men who report being raped as adults and 
those who do not (King et al, 1999).
The recent changes in British law have acknowledged the existence of rape of male 
victims and have highlighted the need to identify the number of male victims of 
sexual assault and plan appropriate clinical services. However, as male rape has only 
been recognized in the eyes of the law since 1994, it is impossible to accurately assess 
the incidence of sexual assaults and rape of men as official statistics prior to this time 
are not available. Sexual offences, in general, are on the increase. Between 1984 and 
1994, there was a 4.5% increase in sexual offences and an increase in 1994 of 2% to 
32,000 (Criminal Statistics, 1994). In 1995, 3142 indecent assaults and 227 rapes (an 
increase of 51% from 1994) were recorded in men (Criminal Statistics 1996). Another 
indication of the size of the problem in the UK is provided by the Charity 'Survivors' 
(based in London; see the references), established 12 years ago to work with the male 
victims of sexual assault, providing a helpline, counselling and support groups.
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Statistics from this organisation show an increase over the past few years in the 
number of men receiving counselling.
Overall, studies of male rape in the United States (Forman, 1984; Sorenson et at, 
1987) and United Kingdom (Hutchings and Dutton, 1993; King er at, 1999) indicate 
that somewhere between 3% and 10% of all reported rapes in any given year involve 
male victims. The number and percentage of rapes involving male victims is 
presumably much higher than this, however, as this estimate reflects only reported 
rapes and very few sexual crimes are reported to the police (Kaufman, 1980; 
Calderwood, 1987; Holmes, 1989). Research is needed to assess accurately the 
prevalence and effects of such crimes on victims (Lees, 1996). It is difficult to 
establish from these statistics the extent to which this increase reflects an increase in 
incidence or in reporting.
Men may be unlikely to report rape and sexual assault for many reasons, for example, 
through a social belief that men are expected to be able to defend themselves against 
assault (McMullen, 1990; Ashworth, 1995), and also the male ethic, which 
emphasizes self-reliance among men (Stanko and Hobdell, 1993; Mendel, 1995). 
When they do seek help the most pervasive themes that emerge from the literature 
concern their problems in reconciling their masculine identity with their experience of 
being a sexual victim (Rentoul and Applebloom, 1997).
Another problem when attempting to establish the prevalence and impact of male rape 
is the use of different methods to gather information, and the different settings male 
rape victims have been recruited from. These studies have tended to yield conflicting 
results. For example, the particular environment from which male rape victims are 
recruited strongly influences the results of male rape research. In a study conducted by 
Kaufman et al (1980) male rape victims recruited from emergency rooms were found 
to have a much higher incidence of nongenital physical trauma than female rape 
victims. However, it may be that men are less likely to seek treatment for their sexual 
assault because of shame and may only visit an Accident and Emergency department 
if serious physical injuries accompany the rape.
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Despite the problems in assessing the number of male victims of sexual assault or 
rape, it seems there is enough indication that sexual attacks upon male victims are a 
serious problem, which demands better understanding and improved care facilities. 
Through a more thorough exploration of the experiences of male rape victims, 
solutions can be generated to the invisibility and silence surrounding the rape of adult 
males. This silence must be breached to open a dialogue that must be set into 
perpetual motion. The more we speak of the violence that surrounds us, the better we 
are prepared to tackle it. A brief exploration of the background to this phenomenon 
shall be outlined to examine historically the dismissal of male rape by society.
Background to males as victims of sexual assault
When the topic of male rape arises in print journalism (Gorenstein, 1991; Cooper, 
1996; Van Buren, 1996), the tone of the piece often dwells on male rape as a 'new' or 
recently discovered crime. The treatment of male rape as an emergent form of 
criminal victimization has been so consistent for more than a decade that one must 
wonder if male rape will ever be popularly regarded as a violence with a history. Few 
newspaper articles cite male rape research studies or consult experts other than local 
police officers. This creates a 'treading water' effect in which every attention paid to 
male rape reverts back to square one.
Until recently, very little attention has been paid to male victims of rape and sexual 
assault in adulthood (Anderson, 1985; Donaldson, 1990). Academic research on male 
rape has only been conducted with any regularity since the late 1970s, first bolstered 
by feminist social movements that directed attention towards sexual violence. Female 
victimization had dominated this field, and the perspective of the helping professions 
had progressed from blind to one-eyed with respect to sexual abuse (Mendel, 1995). 
This perspective may have impacted on services provided for male victims: if health 
care professionals do not consider men to be possible victims then there would be no
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need for any services for them. This links to the public misconception that abuse does 
hot happen to males (Mendel, 1995).
Within the broader context of physical assault, men are more likely than women to be 
the victims of violent crimes (Stanko and Hobdell, 1993). Rape and domestic violence 
are two of the very few exceptions to this likelihood, and the popular perception that 
rape is a form of violence committed only against women may have contributed to the 
lack of writings published on the topic of male rape.
In her landmark book published in 1975, Against Our Will, feminist scholar Susan 
Brownmiller included an essay on the same-sex rape of men in prisons, making 
connections between the differences in power that exist between men and women as 
parallel to the power imbalance between men in single-sex institutions. Growing 
attention to the rape of men in prisons created a public acknowledgment that men can, 
and are, sexually assaulted by other men, opening the door for other men to step 
forward and report they had been raped outside of prison walls. The resulting 
recognition that rape in prison may differ in significant ways from rape outside of 
prison soon attracted the interest of a few social scientists such as the psychologist 
Nicholas Groth.
Groth (1979) reflected the growing recognition of male rape among researchers and 
academics. Whereas past work had focused almost entirely on rape and its 
relationship to homosexuality behind bars (Sagarin, 1976), Groth's interviews laid 
important groundwork for a contemporary understanding of the larger picture of 
power dynamics and sexual violence between men in noninstitutional settings through 
his case study analyses.
During the 1990s, male victims of sexual assault in adulthood (McMullen, 1990; 
Ashworth, 1995) began to receive greater recognition. Conceptualizations of gender, 
victim and abuse are now seen to be far more complex than previously thought 
(Seabrook, 1990). However, the extent to which these changes have permeated society 
and brought about more pervasive changes in attitudes and improved care for male
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victims remains questionable. Current evidence suggests that male victims of rape and 
sexual assault still remain poorly understood and find it very difficult to report attacks 
and obtain help (McMullen, 1990; Stanko and Hobdell, 1993; Rentoul and 
Applebloom, 1997).
The lack of social awareness of the psychological problems facing male victims of 
sexual assault, the paucity of empirical research and the lack of information available 
to the police and health care professionals all serve to underscore the need for further 
research to be carried out in this area. Now that men are recognized as being victims 
of sexual assault, their individual experiences need to be unpicked to understand 
strategies for coping with this victimization.
Men as victims
The definition of masculinity has undergone much change during the last two decades 
and has been strongly influenced by the feminist movement (Steinem, 1974; Kimmel, 
1986). Traditionally, the role of the male 'involves self-reliance and autonomous inner 
structures, and relationships that are characterized by domination, control, 
aggressiveness, taking eharge and taking over' (Zuckerberg, 1989:21). This image 
conflicts with the image of being a victim.
Although feminist research has provided a wealth of information illustrating the 
impact of men's violence upon women (Stanko, 1985), we have little sense of the 
impact of such violence on men's lives. Newbum and Stanko (1994) report that there 
have been relatively few studies of male victims of crime, and little is known about 
men's experience of victimization. Much of this neglect is based upon a widely held 
but largely untested assumption that a central element of masculinity involves an 
unwillingness to talk about or even admit 'weakness' (Maxfield, 1984; Crawford et al, 
1990). However, research has shown (Maguire and COrbett, 1987) that a proportion of 
men were willing to admit to being severely emotionally affected by crime.
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Stanko and Hobdell (1993) believe masculine context is important for understanding 
individual reactions to, and for providing support for men experiencing assault. In a 
small-scale study of male victims of sexual assault. King (1992) explores many of the 
myths about the impact of crime upon men. He was able to conclude that despite its 
limitations: 'the results of this study demonstrate that male sexual assault is a 
frightening, dehumanising event, leaving men who have been assaulted feeling 
debased and contaminated, their sense of autonomy and personal invulnerability 
shattered,' (King, 1992:8). These findings emphasize how the experience of sexual 
victimization may complicate the victim's view of himself as a man. Such attacks 
strike at the heart of 'hegemonic masculinity' (Connell, 1987) in which men are in 
control, are invulnerable and are heterosexual. Sexual assault potentially 
problematises such a view of masculinity, potentially leading to a threat to identity. As 
Adler (1992) has argued, men may not report sexual assault for similar reasons as 
women, for example shock, embarrassment, fear, self-blame, and a high degree of 
stigma, although the subjective meaning of these experiences may be quite different 
for males and females.
From the limited evidence therefore, it may be speculated that some men may suffer 
long-term trauma not just as victims of sexual assault, but as male victims of sexual 
assault. Their experience will be directly mediated by their views of themselves as 
men, their socially located understanding of what men are, and the consequences of 
the experience may well be visible in a changed understanding of self. One way of 
examining this gender difference would be to examine the psychological impact of 
sexual assault on male and female victims, and explore some of the coping strategies 
employed.
Psychological reactions to sexual assault
Being a victim of rape is not a homogeneous experience; different circumstances will 
determine what effects it has upon identity and well-being. However, although there 
are many differences when considering the impact of rape on men and women, there
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are also many parallels. A number of consistent themes emerge from the empirical 
studies on the long-term impact of sexual assault on male victims. These include a 
continuing sense of humiliation and embarrassment about the assault, a sense of 
disbelief, and concerns about masculine identity (Goyer and Eddleman, 1984; Mezey 
and King, 1989; Huckle, 1995). Tlie descriptions of Rape Trauma Syndrome (RTS), a 
term first coined by Burgess and Holmstrom (1974), based on their work with women, 
are veiy similar to the descriptions of the immediate emotional consequences of 
sexual assault upon male victims. These include: phobic anxiety, depression, 
irritability, somatic complaints, insomnia and behavioural changes. Burgess and 
Holmstrom divided the syndrome into two distinct phases: acute and long-term. The 
acute phase is marked by a period of extreme disorganization and upheaval in the 
victim's life following the rape. The long-term phase consists of the victim's attempt to 
reorganize their lifestyles. Tliere is no single, typical, emotional response tliat every 
man will exhibit after he has been assaulted, and these reactions are often 
interconnected.
Participation through submission
The limited amount of literature which focuses on the psychological impact of sexual 
assault on men (Groth and Burgess, 1980; Kaufman et al, 1980; Mezey and King, 
1987; Huckle, 1995; Rogers, 1995), suggests that at the time of serious sexual assault, 
men are likely to react, like women, with frozen helplessness and submission. This 
response is seen as a primitive reflex in the face of life threatening events aimed at 
self-preservation (Mezey and King, 1987) although, for men, it is associated with 
greater shame, guilt and humiliation, because of their expectation that they should be 
able to defend themselves by force of their strength, and is thus a blow to their 
manhood.
Submission in the face of a major threat is a primitive response for self-preservation 
(Storr, 1968; Symonds, 1975). It creates enormous problems, however, for victims' 
later resolution of the attack and their role in it. There is evidence that juries are more 
likely to believe a woman's account of rape if there is a testimony of physical injuries
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as evidence of an effective struggle (Adler, 1992) and it may be that this view may be 
applied more so to male victims.
Merely being present makes the victim feel as if they 'participated' in the assault. The 
experience of participating aggravates feelings of guilt and will therefore be harmful 
to the identity of the victim. The psychological situation is especially complicated if 
the victim is sexually stimulated. McMullen's (1990) research revealed that victims of 
male rape might be distressed and confused because they became aroused during the 
assault; for example, they may feel profound disgust and confusion if they ejaculated 
through masturbation. It is very important here to distinguish between consent and 
arousal; a victim of sexual assault, who withholds consent, may become aroused, even 
though experiencing anxiety, terror and rage (Kinsey et al, 1948).
Stigma, shame and embarrassment
Perhaps the most powerful effect of male rape is the stigma, shame, and 
embarrassment that follows as victims begin to cope with what has happened to them. 
A contributing factor to this response may stem from societal homophobia - the 
irrational fear and hatred of homosexuality. The role of self-blame in this shame is 
prominent, as many male victims feel a sense of guilt for their assault and feel 
embarrassed that they were in some way responsible for their victimization (Scarce, 
1997). The cultural confusion of where sex ends and rape begins places sexual 
preference at the centre of insensitivity, injustice, and disbelief directed at victims of 
same-sex rape. All the men interviewed by Scarce (1997) expressed some amount of 
difficulty related to their sexual identity throughout the course of their sexual 
recovery.
Male rape is an example of a situation in which heterosexual men greatly suffer from 
societal homophobia. The fact that a man has had 'sexual' contact with another man, 
even against his will, is more than enough to call into question his manhood and 
heterosexuality, and these two traits are often considered one and the same. Also,
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Scarce (1997) reports that homophobia increases the likelihood that men who do not 
conform to traditional notions of manhood will be sexually violated.
Powerlessness
Rape, whether of a male or a female, is about controlling the victim (Huckle, 1995). 
Powerlessness is particularly threatening to the perception of masculinity in 
westernized societies. Men are expected to take charge, fight back and not show any 
emotion (Stanko and Hobdell, 1993). Sexual victimization for a male therefore carries 
a message of reduced manhood. This can manifest itself in feelings of anger or rage 
toward self or others, inadequacy, guilt and shame for being a victim. Identification 
with the aggressor is one means of regaining control or expressing power.
Guilt
Feelings of guilt are closely related to powerlessness (Axelson, 1991). In order to treat 
the victim it is of great importance for the therapist to understand the link between 
powerlessness and guilt. Attribution of blame to oneself and not to the perpetrator, 
(which our society seems to do) may develop from the victim’s desperate need to 
increase influence and control in the situation. Studies have shown that an individual 
primarily will attribute the cause of strong negative events to circumstances outside 
him or herself in order to maintain his self-esteem (Bulman and Wortman, 1977). 
These studies also show that in a situation where the person experiences very little 
control, the person may attribute the events to himself in the pursuit of attaining more 
control. Taking the blame may thus give the victim a sense of having some control. 
Psychologically speaking this gives him a sense of influence, although the price to pay 
is perhaps a lowering of self-esteem. The victim’s experience of control through 
taking the blame is irrational and based on emotions rather than cognitions. This 
finding has been illustrated in the coping strategies of women exposed to sexual 
torture (Axelsen and Sveaass, 1994).
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Also, studies show that men (especially adolescents) are more likely to hlame' the 
victim of rape than the perpetrator (Patton and Mannison, 1995). If the victim shares 
this attitude prior to the assault, or if he perceives that people around him hold this 
view, then it is likely that they may blame themselves, and may be less likely to report 
the offence.
Expressive style
Kaufman et al (1980) found that male coping strategies differ from their female 
counterparts in the expressive style adopted. They found that the majority of female 
victims (during the acute phase), responded with an expressive emotional style, 
characterized by sobbing and restlessness, whereas the majority of men (79%) 
responded in a controlled way, characterized by a cahn, composed and subdued 
demeanour.
Denial, control, and dissociation
A  coping mechanism associated with denial is dissociation or amnesia. Kaufinan et al 
(1980) found that male victims were more likely than female victims to use denial and 
control their reactions to the assault. Similar to Kazniak’s (1988) case study of 
amnesia in male rape victims, denial may serve a male victim who is incapable of 
managing the reality of his assault. Denial of rape may be easier for men than for 
women, as the rape of men is rarely addressed in highly public ways. If there is a 
general belief in our society that male rape is either impossible or never happens, 
there is little challenge or contradiction to a male victim's attempt to refute his rape 
experience. Denial becomes an effective tool for avoiding the emotional pain and 
traumatic memory of sexual violations.
The male coping strategy, associated with denial and control (Rogers, 1995), renders 
men more prone to later psychiatric problems (Mezey and King, 1987), as it makes
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help seeking less likely and undermines the task of integrating the assault into general 
life experience.
Similarly, in male rape, tabooed boundaries are transgressed for the hegemonic 
masculine identity. A taboo implies a social prohibition with boundaries not to be 
crossed (as in homophobia). To break a taboo means exposing oneself to shame and 
hatred. The fact that something is taboo implies prohibition against disclosure. The 
victim has to invalidate the experience and make the assault invisible or unexisting, 
both to others and even to oneself. This can in many cases lead to dissociation. The 
experience is cut off from consciousness.
This process may in itself be the source of future psychological problems. 
Dissociation of the trauma may be understood as a coping mechanism that serves an 
important function at the moment of the attack. But both socially and psychologically, 
the dissociation may become a serious psychological problem and a barrier in the 
therapeutic work (Ensink, 1992).
Hostility
Frazier (1993) compared male and female rape victims and discovered that male 
victims were rated as more hostile than female victims immediately following the 
rape. Other studies have reported similar findings (Carmen et al, 1984; Goyer and 
Eddleman, 1984). A man who has been raped may feel a great deal of anger toward 
the rapist, toward those support persons closest to him after the assault, toward a 
society that does not recognize or validate his experience, toward service providers 
who are inadequately prepared to meet his needs, or toward himself for not preventing 
the assault in the first place. Although anger could be seen as a healthy and valid 
reaction to sexual violence, victims may need assistance in managing their anger by 
channelling it into productive action.
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Shock
Few men are trained to be aware of their vulnerability to sexual assault, as it may 
seem beyond the realm of most men's reality. Therefore, it could be speculated that 
the outright surprise and shock of being raped may be dramatically higher for men 
than women. After all, male rape is largely ignored by the media, public health 
outreach, and other educational endeavours. When a man realizes he has been 
sexually assaulted, it is understandable for him to feel as if he is the only one to ever 
undergo such an experience given this widespread invisibility.
All the above responses are viewed as reactions arising in a social context where the 
victim experiences himself as being invaded and controlled. Irrational psychological 
reactions develop as ways of adapting to and coping with the situation (Haley, 1963). 
Through examination of the above reactions, the aim, informed by Breakwell's (1986) 
theory, is to achieve a better understanding of how the male victims seek to cope with 
an experience that is threatening to their identity.
Although this list of victim’s reactions to rape is not exhaustive, it gives a strong 
indication of just how dramatically sexual violence can alter a man's life. The impact 
of sexual violence may leave many men unable to cope with a perceived loss of 
manhood, sexual dysfunction, shame, or isolation. These findings reinforce the view 
that the conflict between the masculine ideal and being a victim remains hard to 
resolve. However, the bulk of criminology continues to eschew the exploration of 
gender as a significant contributor to how victims respond to their experiences of 
crime and violence (Stanko and Hobdell, 1993). While 'feminist methods' cannot be 
applied unproblematically to the study of men (Morgan, 1992), they do point to the 
importance of taking experience, located within a gendered context, seriously.
In summary, the extent to which the literature on female rape can be applied to male 
rape remains controversial. Although as it has been illustrated, there are similarities in
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terms of circumstances and reactions, the complex inter-relationship between social 
and personal meanings of gender, victim and sexual assault suggest that there are also 
important differences, when seeking to understand the impact of sexual assault on 
men. Research in this area emphasizes the pervasiveness of stereotypic notions of 
masculinity, in terms of the expectation that men should be powerful and able to 
defend themselves. These expectations are evident in the minds of the male victims 
and are also assumed to influence perceptions of them by officials, such as the police, 
health care professionals, family and friends.
Similarly, Rentoul and Applebloom (1997) suggest that one of the overall differences 
in the impact on men and women of rape and serious sexual assault relate to the 
meaning of the assault. The contradictions inherent in understanding the relationship 
between stereotypic notions of masculinity and victimization play an important role, 
although traditionally they have received little critical appraisal in the literature. 
Stanko and Hobdelfs (1993) study of male victims of physical assault stresses the 
importance of recognizing the ways in which male victims believe their masculinity 
has been undermined in their own eyes and in the eyes of others, making it difficult to 
acknowledge and report the crime. Their assault was understood in a male frame of 
reference, which emphasized the helplessness and weakness of the victim, rather than 
the violence of the offender. Initial shock and intense embarrassment also militate 
against the reporting of sexual crimes against men (McMullen, 1990).
Also, as Seabrook (1990) argues, the public meanings o f ‘victim’ are also pervaded by 
assumptions about gender. He suggests that society understands victims largely in 
terms of females and children, and perpetrators of abuse and assault largely in terms 
of males; it is as though there is a basic contradiction in the notion of the male victim 
(as problematic definitions indicate). The social and personal meanings of masculinity 
and victim are thought to reduce the likelihood that a man will report a sexual assault, 
reduce his expectations of being understood and receiving sympathetic help, as well 
as influence the impact of the assault (Kaufman et al, 1980; Mezey and King, 1987; 
Holmes 1989). This has strong implications for professionals such as counselling 
psychologists who may neglect the possibility that a male client may have been
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assaulted. More research on these responses is needed to enable better forms of 
gender-specific treatment to accommodate the immediate and lasting effects of rape.
Summary and therapeutic implications
This review has illustrated that male rape victims develop many different strategies in 
order to cope with the impact of an assault. The argument has been put forward that 
masculinity is an important factor in helping make sense of the consequences of 
victimization for men, and also crucially affects the ways they and others perceived 
them as 'men', within a context of what masculinity means more generally. This may 
also affect the ways in which offers of support are obtained and the victim's ability to 
look for, or accept, help and support. One of the consequences of the centrality of the 
'hegemonic' model of masculinity within both victimology and criminal justice, has 
been that the 'needs' of male victims have remained largely unconsidered. Services 
that assume that men do not need help or will not accept help merely collude in the 
reproduction of an ideology, which places the traits of 'strength', 'resilience', and 
'emotional dependence' at the centre of the dominant conception of masculinity.
Horrocks (1994) has stated that the demands of manhood require such a self-denying 
process that the result is a type of'male autism', in which men are detached from their 
feelings. This is said to cause a risk to men's psychological health, as they are unable 
to notice the 'danger signals'. However, it may be that the silence surrounding male 
rape in our society causes professionals as well as the victims to dissociate from this 
type of assault, and neglect to consider the possibility that a male client has been 
raped, or is suffering fi*om his assault.
Male victims of rape and serious assault remain poorly understood and ill-catered for. 
Many male victims do not tend to seek counselling or psychotherapy, or only do so a 
long time after the event, despite the fact that some studies show that most men 
benefit from counselling (King, 1995). During the long gap between the assault and
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disclosure, the psychological problems associated with the assault may have been 
confounded (Seabrook, 1990). Also, male victims may present with secondary 
physical and emotional complaints, without referring to the assault (Kaufman et al, 
1980; McMullen, 1990).
As the first stop may often be the Accident and Emergency department, staff here 
need to provide good physical and psychological care and also suggest recourse to 
counselling, specialist services or self-help groups. There are veiy few specialist 
services in the United Kingdom (such as ’Survivors’) to provide follow-up care and 
counselling (Huckle, 1995). Some GUM clinics now provide services for men who 
have been raped, and it is hoped that this type of service will expand once society 
acknowledges that male rape does exist, and that it is a highly traumatic event for the 
victims (King, 1992).
Counselling and psychotherapeutic psychology may be especially relevant to helping 
male victims of sexual assault as the principles emphasize respect for the separateness 
and uniqueness of each individual client, elevating these beliefs to the core of 
therapeutic practice (Woolfe, 1996). It emphasizes the subjective experience of the 
client and the necessity to understand the client’s unique reality and construal of life 
experiences. Therapy may aim to examine the particular coping strategies employed 
by the victim, and to encourage an understanding of himself and the trauma in a way 
he can live with.
Particularly relevant to male victims is the recognition of the assault, including its 
often highly distressing nature. The rare statistics currently available encourage 
disbelief within society of the phenomenon, and the knock-on effect is that many men 
fear that they will not be believed.
Other important aspects include: the provision of practical assistance, without judging 
or undermining the victim's sense of masculinity, and recognition that avoidance, 
humour and minimizing are often useful ways of dealing with violence against men
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(Stanko and Hobdell, 1993). It is important to stress that there is no inherent 
inconsistency between being a man and being a victim of assault.
Mendel (1995) argues for the importance of helping men integrate their sense of 
masculinity with their experiences of being the victim of sexual abuse. This approach 
emphasizes the need to understand that submission to sexual violence may be a life- 
saving, biologically determined response in the face of threat and that it co-exists with 
masculinity. The importance of understanding the pervasiveness of social images of 
masculinity and the masculine ideal and the way that these interact with the private 
meanings of assault on men in the minds of the victims should be stressed (Stanko and 
Hobdell, 1993; Mendel, 1995).
Rape is a life-threatening assault that precipitates the victim into a state of chaos. 
Even if victims recover from the crises, the event is rarely forgotten and frequently 
results in changes to the individuals attitudes in behaviour towards himself, strangers, 
friends and family (Mezey and King, 1989; McMullen, 1990). As already noted, little 
has been written about the response of men after serious sexual assault or the 
treatment that should be offered. Gender differences in response to disaster have not 
been systematically studied. The apparent differences in male-female response to 
disaster may be a reflection of sex-role socialization, whereby emotionality in men is 
interpreted as a sign of weakness and vulnerability, evidence that they are less than 
'real' men.
King (1995) argues that there is no evidence to support the view that the sex of the 
therapist influences the outcome of therapy. There are debates concerning this issue. 
For example, some (Myers 1989) believe that male victims anticipate greater 
understanding and empathy from female therapists, presumably because they are less 
likely to view the world through a masculine frame of reference, which emphasizes 
that men should be strong and able to ward off assaults. Myers (1989) also speculates 
that gay male victims prefer female therapists as they anticipate greater acceptance of 
their sexuality from them and fear less the danger of eroticised transference and loss 
of control in therapy. However, King (1995) argues that it may be important to use the
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therapeutic relationship to help male victims of sexual assault feel safe once again 
with men; safe from anxieties of further assault and from the feared contempt of men 
associated with the stigma of sexual assault. A male therapist may be crucial in this 
endeavour.
Without adequate training and supervision, therapists may over-identify with the 
victims and find themselves becoming over-protective, or alternatively, defend against 
their own sense of vulnerability by becoming angry with the victim, criticizing him for 
having allowed it to happen or responding to the story with disbelief. Although there 
is a danger that victims may be adversely affected by untrained, insensitive or inept 
individuals, the situation in the United Kingdom is that, without volunteers, victims of 
sexual assault and other serious crimes would be unlikely to receive any assistance 
(Maguire and Corbett, 1987). There has been some attempt to evaluate the work of 
victim support schemes, although most of this has been based on the subjective 
reports of women who have been seen (Maguire and Corbett, 1987). They lack 
standardized measures of assessment and the numbers that have been seen are too 
small to draw any firm conclusion.
Whereas victims of non-sexual violence may expect sympathy and unconditional 
support from friends and family, victims of sexual assault, whatever their gender, 
experience far more ambivalence and are often aware of others’ curiosity as being 
intrusive and voyeuristic rather than helpful
The rape of men in our communities is perhaps the most underreported and 
unaddressed violent crime. The intense shame and stigma attached to adult male rape 
renders this assault particularly difficult for victims to discuss. Much more has been 
written, discussed, and documented on the rape of boys, in fact, than adult males. This 
greater willingness to address violence against children than against adults serves a 
specific function. It feeds into our collective denial, a refusal to recognize that men 
are not the ultimate providers and protectors of themselves and others. We can easily 
believe that a child might not be able to defend himself against an adult, but the 
sexual violation of a man may come as something of a shock, for men have
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traditionally been expected to defend their own boundaries and limits while 
maintaining control, especially sexual control, of their own bodies. When this does 
not occur, when men are raped by other men, society tends to silence and erase them 
rather than acknowledge the vulnerability of masculinity and manhood.
Quantifications of male rape would indicate no epidemic of men raping men, for few 
men who are raped report their assault to authorities. When statistics are compiled 
from law enforcement crime records, male rape is frequently absent or considered 
statistically insignificant. A vicious circle then ensues: men who are raped feel 
isolated and alone, as if they are the only ones to have ever suffered from this 
violence. Their failure to report reflects their isolation and embarrassment. Police and 
other authorities receive few reports of male rape, so they believe it is not a problem 
in their community. This lack of visibility reinforces the male rape victim’s sense of 
isolation, and the cycle of silence is perpetuated. This silence serves to protect the 
offender and punish the victim.
Research must begin to broaden and deepen the investigations of men raping men to 
include as many cultures, geographies, and environments as possible. As a more 
comprehensive body of work begins to develop in this area, solid findings will 
facilitate better prevention and treatment of the rape of men. These studies will 
hopefully allow social scientists and public health professionals to translate resulting 
theoiy into practice. As male rape becomes extensively documented and analyzed, 
society will have less and less grounds on which to deny its existence. The time for 
taking an unflinching look at male rape is long overdue, as is the creation of a network 
to research, treat, and prevent this violence.
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Abstract
In the relative absence of research with male sexual assault victims this study begins to 
bridge that gap. An in-depth case study analysis of five male sexual assault victims 
accounts was undertaken in order to obtain insights into their experiences and considers 
the implication for therapeutic practice. The participants (age range 44-62) recruited 
through victim support services in Britain and on the Internet, were either interviewed or 
sent semi-structured questionnaires by email and post. Using Identity Process Theory 
(Breakwell, 1986, 1992, 1996) as a finmework to gain insights and understanding into 
participant’s accounts, the data were qualitatively analyzed using Interpretive 
Phenomenological Analysis. This analysis represents a dynamic and inescapable 
interaction between the participant’s subjective account and tlie researcher’s interpretive 
fi^amework. Participants consistently reported a conflict between a need to disclose their 
experience and a mistrust of societal support and fear of rejection upon doing so. This 
impacted negatively upon self-esteem and the continuity of self-identity, particularly in 
relation to sexual and masculine roles. Hiese experiences could be hypothesized as 
indicative of a struggle to assimilate-accommodate information about their new identity 
as a man who experienced sexual assault. Therapists need to be aware of these identity 
issues if they are to meet the needs of male sexual assault victims in therapeutic practice.
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Introduction
Being the victim of sexual assault  ^ can be one of the most devastating, disempowering, 
and seemingly incomprehensible experiences that an individual may have. Victims often 
experience physical trauma as well as psychological reactions to the sexual assault. These 
effects may be life-long, requiring a careftd re-negotiation and adaptation both of 
'identity' for the sexual assault survivor, as well as the roles and relationships with ftfends 
and family. The seemingly meaningless act may challenge die individual's behef system 
and sense of self, and there may be attempts to integrate new aspects of the post-sexual 
assault 'self into the pre-sexual assault self-concept. Male victims of sexual assault might 
also experience difficulties with their previous sense of themselves ‘as men’.
Wliilst recent literature takes the position that tliere is no one form of masculinity or one 
defining set of attributes (Mac an Ghaill, 1996), one type of enactment remains dominant 
witliin western society, that of 'hegemonic masculinity' (Connell, 1987). This refers to the 
stereotypical image embodying such characteristics as control and aggression. These 
‘image of masculinity’ conflicts with the image of being a victim, and even more so as a 
victim of sexual assault. However, studies in the United States (Forman, 1984; Sorenson 
et al., 1987) and the United Kingdom (Hutchings and Dutton, 1993; King et al., 1999) 
indicate that between 3% and 10% of all reported rapes in any given year involve male 
victims. These figures are likely to be a conservative estimate as men are unlikely to 
report rape or sexual assault for many reasons. For example, because they believe that 
they should be able to defend themselves against assault (McMullen, 1990; Ashworth,
1995), and also the male ethic, which emphasizes self-rehance among men (Stanko and 
Hobdell, 1993; Mendel, 1995). Despite the problems in assessing the number of adult 
male victims of sexual assault, it seems there is enough indication that sexual attacks 
upon adult males are a serious problem, which demands better understanding and 
improved care facilities. In a review of the literature, Rentoul and Applebloom (1997)
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found that when men do seek help the most pervasive themes that emerge concern their 
problems in reconciling their masculine identity with their experience of being a sexual 
victim.
Stanko and Hobdell (1993) argue that masculinity provides a context for understanding 
individual reactions to, and for providing support for men experiencing physical assault. 
Warren (1999) takes this one step furtlier to hypothesize that sexual assault may 
problematise tlie stereotypical view of masculinity and potentially lead to a threat to 
identity.
For the purpose of this research study, there is a phenomenological commitment to 
reporting and interpreting the subjective experiences of each participant. Therefore, the 
study is not concerned witli testing a particular identity theory in relation to tliose 
experiences. (Equally, in recognising my own subjectivity in interpreting participants’ 
responses, it is likely that I will be influenced by my own personal knowledge of 
psychological theory. It would seem useful therefore, to recognise this subjectivity). 
Instead, an identity theoiy will be used as a framework to help understand and gain 
insight into the individual experiences of the participants. It would seem appropriate, 
therefore, to find a theory that considers not only how identity is constructed or whether 
reformulation occurs due to change, but also how men might cope with the potential 
tlireat to their existing identity following the experience of sexual assault.
It is proposed that Breakwell's (1986, 1992) Identity Process Tlieory (IPT) provides a 
suitable theoretical framework for examining the experiences of male sexual assault 
survivors as it directly addresses threat to identity. In this theory, identity is 
conceptualised as an integrated, dynamic social product of the interaction between 
psychological processes and surrounding social context and is specifically concerned with 
the process of identity change in relation to tlie impact of events, especially those that 
may pose a tlireat to identity. A threat to identity can be defined as occurring when
 ^Sexual assault is defined here as any sexualised behaviour imposed on a person without their consent. All
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identity processes (such as ‘assimilation-accommodation’^ ) are unable to comply witii the 
identity principles; ‘distinctiveness’ (the person’s desire to be unique), ‘continuity’ (the 
person’s desire to give a consistent account of themselves across time), ‘self-esteem’ (the 
person’s desire to be evaluated positively), and ‘self-efBcacy’ (the person’s striving to be 
competent). It is the reason underlying this disruption of the identity processes that 
constitutes the threat (Breakwell, 1986,1996).
From the limited evidence, it may be speculated that some men may suffer long-term 
trauma not just as victims of sexual assault, but also as male victims of sexual assault. 
Their experience will be directly mediated by their views of themselves as men, their 
socially located imderstanding of what men are, and the consequences of the experience 
may well be visible in a changed understanding of self. Sexual assault, therefore, may 
threaten the continuity of identity in self-definition.
Using Breakwell's (1986) Identity Process Theory as a theoretical framework for 
describing and explaining the 'self, the present study aimed to consider the therapeutic 
and counselling needs of men who had been sexually assaulted during their adult life by 
asking individual participants about their experiences. It attempted to explore and expand 
upon the phenomenology of male sexual assault survivors, and to study the possible threat 
to identity caused by this experience. It is hoped that the interpretation of these accounts 
achieved a fiiUer understanding of these experiences and of the coping strategies used in 
order to inform psychotiierapeutic services on offer. A quahtative approach was 
employed in order to broaden psychology's understanding from an experiential 
perspective.
participants in this study had experienced either genital contact and/or penetration during their assault.
 ^ ‘Assimilation’ refers to the absorption of new components into the identity structure whilst 
‘accommodation’ refers to the adaption of the existing structure in order to integrate the new elements.
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Method
Participants
Services that provide support and information for maie sexual assault survivors were 
contacted, provided with infonnation about the study, and asked to display an 
advertisement (see Appendix I) on their notice boards and Internet sites. Twenty-three 
services agreed to display the advertisement (to maintain the confidentiality of tlie 
participant’s who took part in this study the names of these services will not be 
disclosed). The advertisement provided information about the study and invited men to 
take part. Subsequently, eight men voluntarily contacted the researcher by email or post 
and agreed to take part. One dropped out due to illness, and two due to work 
commitments. All participants were required to have experienced sexual assault on or 
above tlie age of 16 years.
Interview Schedule and Questionnaire
Due to advertising on the Internet, it was anticipated tliat there might be a widespread 
location of participants around the globe. The time differences between these countries 
would make interviewing and telephone interviewing impractical for some, so a semi­
structured questionnaire (see Appendix II) was adapted fi-om die interview schedule, 
which could be sent to the participants via email or post if requested.
The interview/questioimaire focused on areas which might relate to the identity 
experiences of male sexual assault survivors and addressed the following issues: the 
‘story’ and context of the sexual assault, the circumstances surrounding the disclosure of 
the participants’ sexual assault to others, the extent to which this experience had been 
kept a secret fi*om otiiers and die impact (if any) of this on diemselves and the people 
around them, locus of control, social comparison, the perceptions of others, the 
imphcations these experiences might have for identity, and therapeutic issues. Tlie final
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question gave the participants tiie opportunity to talk about anything that was important to 
them, which they felt, had not been covered by the interview/questionnaire. The questions 
were mostly open-ended, supplemented by reflections on the emotion or content of 
responses, requests for clarification and probes (e.g. ‘can you tell me more about that?’).
Questions were carefiilly designed to avoid leading participants into simply complying 
with this construction of their experiences. For example, the possibility that the men 
might construct their experience in various ways was presented and then they were 
invited to reflect upon how they thought about tlieir experiences and of the life changes 
associated with them.
In addition to the data collected by the interview/questionnaire, some participants 
forwarded further information in tlie form of journals that were then included in the data 
set.
Procedure
Tliree participants requested a questionnaire format, and email was chosen as the means 
for communication for these participants because it was considered immediate, 
facilitating an ease of dialogue between the investigator and her participants. This was 
considered beneficial in providing post-research support for those taking part in a study 
that was potentially emotional and sensitive. It also allowed ease of follow-up, enabling 
the investigator to clarify participants’ responses and encourage a more in-depth response 
by requesting elaboration, if necessary.
Two participants were interviewed by the author over the telephone and lasted 50 and 80 
minutes. Due to the sensitive nature of the research topic and the potential for the 
interview to cause distress for the participants, mterviews were imdertaken using a basic 
counselhng-style format, following the recommendations of Coyle (1998). The interviews 
were audio taped and transcribed verbatim. All participants were emailed information
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about the study (see Appendix III) and a consent form (see Appendix IV), which provided 
details of confidentiality. This was signed and returned by post. They were also emailed a 
brief background infonuation questionnaire (see Appendix V), to be completed and eitlier 
mailed or emailed to the investigator.
Analytic Strategy
This investigation used an ideographic, case study approach. The rationale for adopting 
this approach was to generate highly personalised accounts of men, who had been 
sexually assaulted, with the aim of producing low-level generalisations fi*om these 
accounts. The researcher aimed to treat accounts as single cases and consider these in 
relation to each other when considering the interpretive fi-ame. This method provides 
higlily detailed accounts and interpretations tliat are grounded in the data.
The data were analysed using Interpretive Phenomenological Analysis (IPA) (Smith, 
1996; Smith et al, 1997, 1999). Hus method of analysis is concerned with developing 
‘insiders perspective’ (Conrad, 1987) on participants’ experiences and concentrates on the 
meanings that they attach to their experiences. It requires the detailed analysis of accounts 
of experiences offered by small samples, with the aim being to say something meaningful 
about the cognitions and emotions that are reflected in these accounts. Whilst IPA does 
not claim that the thoughts of an individual are transparent within verbal reports, analysis 
is undertaken with the assumption that meaningfol interprétations can be made about that 
thinking (Smith et al., 1997).
The analysis involved examining the transcript of each interview in detail. During 
repeated readings of each transcript, notes were made of significant or interesting points 
related to the research topic. These notes formed the basis for emergent themes, which 
encapsulated tire essence of significant points within the participant’s account. These 
relatively fine-grained themes were then combined where possible into more analytic 
‘super ordinate themes’. However, steps were taken to ensure that tliese tliemes remained
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grounded in the participant’s account by checking for evidence in the transcript, which 
would support the themes. The additional information/data that were provided by some 
participants’ (in the form of journals) was also analysed in this way. Although each 
transcript was analysed on an individual basis, inevitably the analysis of previous cases 
influenced the analysis of subsequent ones to some degree.
TPA recognises that the research product necessarily represents the outcome of a dynamic 
interaction between participants’ accounts and the researcher’s interpretative frameworks 
(Smith et al., 1999). It is therefore necessary to reflect upon the researcher’s interpretative 
frameworks in relation to this topic and the ways in which these frameworks may have 
influenced the analysis. I have personal experience of being raped as an adult and from 
working with female survivors of sexual assault in clinical practice. Also, as a counselling 
psychologist in training, the researcher has a specific interest in its implications for 
therapy. It is possible, therefore, that these personal experiences may have influenced or 
biased the outcome of tliis study and that other researchers might have chosen to focus on 
different aspects of the participants’ responses. To outline tlie interaction between the 
participants’ accounts and the interpretive framework further, it should also be noted that 
a gay male (who had not experienced sexual assault) supervised the research.
It could be argued that the analysis of participants’ accounts within such interpretative 
frameworks -  far from resulting in a research product tainted by the researcher’s 
subjectivity -  produced an analysis that made constructive use of an informed subjectivity 
and the different experiences of the researcher’s provided a fairly balanced interpretive 
framework. In addition, all major interpretations are illustrated by quotations from the 
interviews, thereby demonstrating the basis for these interpretations and enabling readers 
to assess their persuasiveness for themselves.
In the quotations presented in the analysis, information within square brackets has been 
added for clarification and ellipsis points (...) indicate where words or a passage have 
been omitted from the original quotations. All identifying information, such as names and
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locations, has been changed to pseudonyms to protect the confidentiahty of the 
participants.
Ethical Considerations
Although this study is concerned with the sensitive topic of male rape, participants 
responded to an advertisement that gave details of the study (they were not approached). 
Therefore it was assumed that only participants who would be comfortable in taking part 
in such a study would respond. Also, participation in the study was not compulsory and 
the participants were informed that their participation was voluntary and withdrawal 
possible at any time. Participants were also informed about the purposes of tiie study and 
were promised anonymity and confidentiality. The identity of the institution, the 
researcher, and the supervisor were exphcitly stated and the possibility to answer any 
questions regarding this study as well as feedback on completion was offered. 
Participants were also provided with help-line telephone numbers. Ethical approval for 
this study was obtained from the University of Surrey’s Advisory Committee on Etliics 
(see Appendix VI).
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Analysis
Case Study One: ‘Jack'
Jack is a 44-year-old Caucasian American residing in the USA. A former maie friend 
sexually assaulted him over a three-month period when they were both 17-18 years old. 
He was also sexually assaulted and raped on many occasions from the age of 13-1.7 years 
by a cousin 15 years his senior. At the time he hved with Ins mother, sister and brother 
(his father had died just prior to start of the sexual assaults). He is now divorced after 20 
years of marriage and lives alone. He sought therapeutic help to address feelings around 
the sexual assaults only after his marriage began to break down (20 years after assaults 
ended). He has 3 children that live with him part time. He has disclosed his assaults to his 
sister, his ex-wife, and a selection of friends and work colleagues. He has not disclosed 
his assaults to his children or his mother.
Secrecv surrounding the sexual assault
Throughout the interview, participants were asked whether they found it easy to talk 
about their sexual assault experience and wheüier they were open with others including 
their family, friends, and work colleagues. Jack expressed how he found it difficult to 
disclose his experience, “7 cotddn't let anyone know this secreC, explaining that “/  was 
afraid to tell anyone^\ Fiufher explanation of his reluctance to disclose can be seen when 
asked how he thought that male sexual assault was perceived by society in general. He 
stated, “/  think most people don Ï  even think about it That it doesn’t happen that often. 
Tlmt it doesn 7 have the same effects as it does for a woman that's assaulted. How can a 
male keep an erection while getting assaulted if he didn 7 want it? All males want their 
penis sucked, so they must have wanted it... This is what general society thinks. This is the 
very reason that I  don 7 open up and lëtpeople in'\ The feeling that Jack expresses here is 
that others would be judgmental and unsympathetic. It appears that the perceived lack of 
acceptance about male sexual assault in society has led Jack to feel uncomfortable about 
discussing his experience.
Research Dossier -  Qualitative Research Report 122
Not being able to talk openly severely limits Jacks opportunity for self-disclosure. When 
self-disclosure becomes difficult, it can limit the choice of interpersonal coping strategies 
(Breakwell, 1986). It seems Jack felt he was forced to deal with his experience alone, 
using isolation as a means of protection from tlireat as reported in H felt alone because I 
had let it go on for so long and I  couldn’t tell anyone"". However, isolation as a means of 
coping has been found to be a negative way of dealing with threats because it cuts down 
the possibihty of forming social support networks that might provide a safer and more 
empathie environment for self-disclosure (Breakwell, 1986). Jacks’ comment “/  think it is 
because I  had to hold what happened to me inside for so long that it changed me. 
Keeping the secret in didn 7 allow me to ever let anyone get to know me"", seems to reflect 
this lack of social support and also how the secrecy threatened his sense of continuity (‘it 
changed me’).
Shame, guilt, self blame, and embarrassment
When explaining why he didn’t report the assault to the pohce. Jack stated, “/  think cause 
o f the press. I  didn 7 want the entire world to know what happened to me. That I  let 
someone do this to me and 1 didn 7 speak up earlier. I  felt it was my fault. I  feel bad 
enough"". He also stated, “/  don 'twant my boss to know because he may think Fm weak"". 
These citations may represent Jack’s feeling of self-blame at both a societal and an 
individual level. Shame, guilt, and self-blame can often occur as a result of the societal 
predisposition toward not believing or blaming the victim (Patton and Mannison, 1995; 
Scarce, 1997). Jack may feel ashamed that he was unable to protect himself or to 
overpower his assailant. The male ego and sociahsation tell men that a ‘real man’ is 
strong and would not ‘allow’ such a situation to occur (Anderson, 1982). An assault can 
force to a crisis any ongoing struggle with intemahsed homophobia or stereotypical 
masculine sex-roles. It is interesting that Jack discusses the belief that his ‘boss’ in 
particular would think he was ‘weak’. His non-disclosure to his boss may be seen as an 
attempt to preserve the continuity of his masculine identity (to be evaluated as strong), 
and disclosure seen as a threat to liis sense of self-efficacy (competence) and liis self­
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esteem (believing he will be evaluated negatively upon disclosure). Actual or perceived 
negative reactions from others reinforce the victim’s self-blaming attributions and prevent 
the victim from recovering from the assault (for example, Coates et al., 1979).
Victim blaming is affected by one’s concept of rape. Men often have more limited 
definitions of rape and are more likely to beheve the myths concerning rape that falsely 
blame victims for their victimization (Klienke and Meyer, 1990; McLendon et al., 1994). 
Jack illustrates his own perception of rape myth and uses this to justify why he did not 
seek help, “7 was too embarrassed to get help. I  thought things like this only happened to 
me ”. This comment also exemplifies how societal disbehef in male sexual assault 
discourages men to seek support.
Sexual role confiision -  Damage to sexual relationships
A further consequence of self-blame appears to be Jack’s confusion in terms of both his 
sexual identity and also his sexual relationships following his assaults. Jack comments, “7 
thought at one point I  was gay because 1 kept getting assaulted. I  thought that 1 must have 
been doing something that attracts males to me"". Case reports of long-term psychological 
sequelae suggest sexual role confiision and fears about one’s sexuality is the most 
frequently cited consequence of sexual assault (Forman, 1983; Mezey and King, 1989; 
Struckman-Johnson and Struckman-Johnson, 1994).
Jack also described how his sexual relationships have been affected by his sexual assault, 
“7 went through a time when I  didn't want to be held by any one. I  didn’t want to be 
sexual with anyone. A few times during intercourse my penis would become sore. Similar 
to the feelings 1 had when I  was assaulted. This soreness causes a flashback and then I 
quickly get out o f the mood. These are the problems that led up to my marriage divorce"". 
These problems have caused ongoing emotional effects, “7V« very scared about sex now. 
1 can 7 get sexual with anyone"". Jack seems imable to form sexual relationships as a direct 
response to his sexual assault and has had to reappraise his identity in terms of 
relationships to others and with his self, “7 can 7 open up any more. I  don 7 trust any
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more... .1 go through periods when I  don 7 want to be touched. 1 've changed in the way am 
in relationships"". The continuity of his sexual identity has been threatened by his 
experience.
Disclosure -  The need to talk
Although Jack could not disclose his experiences for a long time after the assaults, he 
describes the rehef he experienced after finally disclosing to his wife, ‘7  felt so relieved 
when I got this out on the table. It was like a major weight taken off my shoulders...I knew 
she would be supportive"". It appeared from this that having a ‘significant other’ provided 
a means for making him feel strengthened by having his needs and feehngs recognized. In 
addition, he expressed (as did all participants) benefit of having the opportunity to either 
write down or discuss experiences via the interview or questionnaire, “fr [the interview] 
was helpful in that I  got to talk about it. That helped as I  now fidly see what happen to me 
was not my fault. I  was manipulated into doing things... Talking about what happened, 
saying my story brought me back to the assaidts. I  relived what happened, in a positive 
way"". The positive experience of talking and sharing the experience was also discussed in 
relation to therapy, “/  feel it’s [therapy] very helpful. I  can talk about how I  feel and not 
have to worry about what others think"". Jack’s advice to men who have had similar 
experiences was, “Tow have to tell... or it will tear you apart as you get older"".
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Case Study Two: ‘Georse '
George is British and resides in Canada with his wife and son. He is 59-years-old, 
Caucasian, and was sexually assaulted 43 years ago (age 16 years) by the Prior 
(headmaster) of a Roman CathoUc boarding school that he attended in Ireland. He 
reported the assaults to a member of staff at the time, but no action was taken. He had 
been placed in this school due to suffering severe physical abuse at a different school 
from age 7 to 9. At the time he was living with his parents, brother and sister. He reported 
his experience to the current head of the school 3 years ago and has been in therapy for 
assaults over the past 2 years. He has been diagnosed with clinical depression.
Fear and Hostility
George frequently described how his experience of sexual assault had left liim feeling 
“ang/y and frightened". He expressed feeling betrayed by the ^^creepy priests who knew 
what was going on and kept their mouths shut"". He expressed a ""detest [ofj organized 
religion"" and ""an absolute fear o f authority"" finding it very difficult ""to be a subordinate 
and to have a constructive relationship with a ‘boss He described how his anger was 
directed toward the Roman Cathohc Hierarchy for protecting Ins assailant, which had led 
to him feehng, ""doubly wary and inferior towards people in authority over me"". The 
result had been that he lost his ""Catholic faith and respect for clergy"". Here it seems that 
the trust he had in the Catholic faith had been shattered by the sexual assaults, and the 
safety of his ‘familiar’ world was lost and he was faced with trying to assimilate- 
accommodate liis experience with his identity as a Cathohc and with authority figures. 
This description seemed to suggest that his identity was threatened to the very core of his 
understanding. The effects of such discontinuity are hable to produce feelings of 
emotional instability (Breakwell, 1986), and this is reflected in George’s accoimt as he 
described experiencing ""completely disorientated and confused to who I should believe 
and what 1 should believe in"".
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Disclosure and the impact on masculinity
George discussed how he has never disclosed his sexual assault to a previous partner as 
he, ""didnot think it would improve my macho image”. This comment seems to reiuforce 
the findings of Pino and Meier (1999), who examined gender differences in rape reporting 
and found that men fail to report rape when it jeopardises their masculine self-identity, 
(whereas women fail to report rape when the rape does not fit the classic stereotypical 
rape situation). Men are generally expected to defend themselves against threats 
(Finklehor, 1984), and along with this idea is Üie imphcit belief that rape and sexual 
assault is synonymous with the loss of masculimty (Groth and Burgess, 1980; Adler, 
1992). For these reasons there may be substantial threat to die male sexual assault 
victim’s self-concept in reporting this type of crime.
Disclosure -  The need to talk
George also frequently discussed the value he had found in being able to talk about his 
experience when in a supportive situation. After disclosure to his wife and sister, he 
stated, ""it was good to have shared it and to know that there was support". Similarly, he 
returned to the school to discuss the assaults with tlie current headmaster tliree years ago 
and described the meeting as a positive experience, ""I am very glad I  went. The process 
was empowering and has helped me towards closure....Felt very good about myself and 
pleased that I  had the guts to do it. A bit o f a sense o f completion"". It seems the feeling of 
‘completion’ reveals a sense of having to rebuild an identity, to accommodate the new 
experience before being able to move forward. This also seemed to enter into the positive 
aspect of the therapy experience George described. “/  am [now] able to communicate and 
express myself on emotional issues. I  now know what triggers my fears and am able to 
get help. The knowledge gives you back contrat". When asked what advice he would give 
to other men who had experienced sexual assault, George recommended talking to other 
victims and sharing the experience, suggesting that to talk in a supportive environment is 
both strengthening and healing.
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Case Study Three: ‘DanieT
Daniel is a 52-year-old Caucasian American who resides in the USA with his wife and 
family  At 18, he joined the Army and was sexually assaulted by 3 other soldiers one 
night whilst in his bunk bed (“was molested and had oral sex forced on me by 3 men”). 
He left the military at 22. His father also sexually assaulted him from age 6-10 years 
(“genital touching and massaging, led to other sexual abuses including oral sex”). None 
of the assaults have ever been reported to any authority. He began therapy in July 1999 
and is still continuing.
Secrecv surroimding the sexual assault
Daniel has disclosed his sexual assault experiences to his brothers, his mother, his wife 
and his children, as he perceived them to be ""supportive and understanding"". He has not 
disclosed to anyone outside his ‘family’ (apart from in therapy), as he described being, 
""afraid they would not understand or would reject me as there is a perception that people 
that have been sexually assaulted are all paedophiles or sexual monsters"". For this reason 
he finds it extremely difficult to talk about his experiences. Daniel is describing a myth 
that is perpetuated by ignorance and disbelief about male sexual assault. The lack of 
publicity about this crime has meant that many men who become victims of sexual assault 
have only the false myths within which to make sense of their assault (Stermac et al.,
1996). It is possible that by holding this view, Daniel feels unable to be ‘real’ in 
relationships as he is forced to deny experiences that, by his own admission, are such a 
large part of who he is. He stated, ""People never get to know the real me... .having to keep 
it in is almost like living a double life"". It appears tliat the withholding of his experience is 
damaging to his continuity of identity, as he feels imable to give a consistent accoimt of 
himself across time.
Fear and Suspicion and effect on relationships
Daniel described how his sexual assault has affected his relationsliips (especially with 
men) in a negative way. He had only recently, in the past 3-4 months attempted to create
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doser relationships with men as he has always, "felt they wanted only sex”, which caused 
him a great deal of fear and suspicion upon meeting men. He sought a female therapist as 
he felt uncomfortable with men and, ""could not even talk to a male therapist”. This 
concurs with research that suggests that fear and suspicion (with accompanying ‘anxiety 
reactions’) may be targeted towards the assailants or generalized to things that remind the 
victim of his assault (Anderson, 1982). In either case, there is, not surprisingly, a fear of 
being assaulted again, which is seen in Daniel’s comment. Many victims may have had a 
sense of invulnerability before the assault, and this generalized trust is usually shattered 
after their resistance has been forcibly overcome in an attack. The reahzation that they are 
vulnerable and mortal can impede the victims’ daily routine or general life-style. Like 
Daniel, victims may be particularly threatened by other men (if assaulted by a man), and 
their development of intimacy, especially with men, is usually impaired.
Comparing identities with other sexual assault survivors
As aheady discussed, Daniel finds disclosure difficult as he assumes others will think 
negatively of him. He described one source of support as sharing his experience with 
other sexual assault survivors (via the Internet). He stated, “[I] discovered that although 
we have many different types and severity of abuse, the symptoms are all the same”. The 
commonahty of experience seems to reassure him that his experience is unconditionally 
accepted, ""Other survivors... accept and believe what has happened to me... others, I  am 
not sure about”. He seems comforted by the similarities and their ‘belief in him seems an 
important component when assirmlating-accommodating the sexual assault experience.
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Case Study Four: ‘Brian’
Brian is a 62-year-old American residing in the USA. He was sexually assaulted and 
raped at age 17 by two men and one woman who were friends of his adopted parents. He 
also experienced physical abuse over a long period as a child. He is gay and has lived 
alone since his partner (of 25 years) died 5 years ago. He has not disclosed his assault to 
anyone (except anonymously over the Internet) in the last 42 years.
Secrecv surrounding the sexual assault
Brian disclosed his sexual assault many years ago to close friends who reacted with either 
""pity or an inability to cope with the information”. He decided that these reactions were 
not helpful to him or them and elected never discuss his assault again. A further 
explanation for non-disclosure was that “/  never thought anyone would believe me or 
care”, echoing previous cases of the perception of disbehef in society. When asked what 
advice he would give men who had experienced sexual assault he expressed caution at 
sharing the story with ""anyone who is not a professional caregiver”. He explained how, 
""the long-term effects can be devastating to the individuals you tell, and I  believe it will 
affect your relationship with whomever you telP". It seems that Brian beheves that to share 
the experience will have a negative consequence on both the people you teU and on the 
relationship you have with them, which may explain why he chose not to disclose his 
assault even to his last partner of 25 years (for fear of damaging the relationship). He 
went on to explain that survivors are self-rehant because they have had to be and that 
friends and family will not be able to understand or help. Brian had estabhshed a way of 
coping by keeping his experience private, almost to protect others from experiencing any 
discomfort or pain. Although he appears content with this secrecy, later on in the 
interview he describes how, ""it makes [him] feel good to have found a group [of other 
sexual assault survivors on the Internet] that accept and completely understand me”. It is 
possible that the anonymous nature of the Internet provides Brian with an acceptable (to 
him) outlet for sharing his experience without the consequence of tlireatening the social 
identity that he has built with those around him.
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Denial and feelings of isolation
The non-disclosure of his sexual assaults and childhood abuse has meant that Brian (by 
his own admission) has not allowed people to get to know him in any deptli. He has had 
very meaningfiil relationships, but the secrecy surroimding his experience ""left a void that 
was impossible to filF. He describes how, ""not telling has kept me separate from allowing 
myself to be human...! denied my feelings and never allowed them to surface. I  always 
believed my feelings didn’t matter”. He described feehng separate and distant from the 
rest of the population, and doesn’t ""integrate with friends very well and keeps things 
secret”. This concurs with research, which shows that men (more than women) used 
repression and denial to miniinize the impact of the assault and to control their affective 
reactions (Kaufinan et al., 1980; Anderson, 1982; Myers, 1989; Stermac et al., 1996). 
Denial and control are associated with the male way of coping (Rogers, 1995). This has 
been said to render men more prone to later psychiatric problems (Mezey and King, 
1987), as it makes help seeking less likely and undermines the task of assimilating- 
accommodating the assault into general life experience.
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Case Study Five: ‘EarF
Earl is a 48-year-old Caucasian American residing in the USA. His former girlfriend, who 
was living with him at the time, sexually assaulted him on one occasion 12 years ago. He 
has a degree and now works as an engineer. He owned his own business before he was 
assaulted. Since his assault he has lived alone. He reported the sexual assault to the local 
rape crisis hne at the time, but was told that tliey do not deal with male victims. He has 
currently been in therapy for a few months, which he reports has so far not helped to 
reduce his trigger reactions related to his sexual assault experience.
Sexual difficulties and feelings of self-blame following the assault
Earl described how his girlfiiend’s aggressive domination of him had escalated over the 
course of their relationship, until on one occasion ""she became ferociously wild and 
grabbed my penis really hard". His thoughts at the time were of disbelief, shock and 
feeling helpless to stop her. He stated, ""I couldn 7 believe 1 had an erection because 1 was 
so scared. It was over really quick...! didn 7 ejaculate. I  felt confused and humiliated". 
Prior to this assault Earl had not experienced any sexual difficulties. Following the assault 
he became unable to ejaculate during intercourse or petting, and reported an inhibited 
sexual desire. He has not had any subsequent sexual experience with any other partner. 
His confusion over the assault is suggested in, ""! always thought that you couldn 7 get an 
erection if  you weren 7 aroused". The limited research on the sexual molestation of men 
by women contradicts the widely held behef that it is impossible for men to respond 
sexually when subjected to sexual assault (Barrel and Masters, 1982; Struckman-Johnson, 
1988; Struckman-Jolmson and Struckman-Johnson, 1994). However, Earl’s comment 
demonstrates the wide belief that arousal would be impossible in this situation, and 
therefore leads to feelings of self-blame and guilt if sexually responsive. It appears that 
the continuity of Earl’s sexual role in a relationship has been threatened by his 
experience, and the humiliation seems to have impacted negatively on his self-esteem.
Depression and loss of control
Earl frequently described the impact of Ms experience in terms of a loss of control over
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his environment. This manifested itself not only in the loss physical control in gaining an 
erection, but also in the control of his emotions. ‘7 am like an emotional rollercoaster...! 
can 7 seem to control whether I  feel depressed or oF". He became very depressed 
immediately following the assault, and he described how this resulted the loss of his 
business, ‘7  lost my business because of the effects o f this illness [clinical depression]”. 
He believes that the loss of his business was a direct result of the depressive symptoms 
caused by his sexual assault. This supports the finding by Larimer et al., (1999), that male 
recipients of sexual coercion or force by women reported more depressive symptoms than 
did men who had not experienced these events. It may be significant that Earl seems to 
need to gain control over his life as a way of coping with his assault (he described this as 
his focus in therapy). In western society to be controlled, particularly by a woman, may 
threaten stereotypical masculinity. To recover from this threat, Earl may be attempting to 
regain some control over his life.
Overview
Limitations of the study
The self-selected sample for this study included men who had sought support for their 
sexual assault from services on the Internet, which provide forums for discussion with 
other sexual assault survivors. Therefore, the sample consists of men who are aware of, 
and needed to use tins type of service. The sample may exclude men who have never 
sought any type of support from support services, or those who are not ready or willing to 
disclose their assault experience. Equally, because the male sexual assault victim 
community (those who disclose and seek help) is so small, there is likely to be some 
sharing of ideas within networks (and therefore across participants) that may have 
influenced the emphasis given to particular experiences.
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The use of email as a method for gathering data via a questionnaire (and also for 
additional correspondence after interview) seemed to bridge the gap between postal 
questionnaires, which are often impersonal, and interviews that allow the researcher the 
opportunity to create a ‘real’ and empathie relationship in which participants are more 
comfortable speaking about sensitive issues. This was suggested in the richness of data 
provided. In addition, it provided an easy and immediate way of providing post-study 
support with participants who were globally based. It is important, however, to be aware 
that email may be less confidential than interviewing or postal responses and participants 
need to be made aware of this fact.
It is acknowledged that the accounts offered by participants may not be accurate 
descriptions of the events and experiences of which they speak. The reasons for this may 
include memory distortions (the sexual assault experiences relayed in tins study occurred 
between 12 and 45 years previously), recall biases, and the emotional content of the 
account. For example, a common theme throughout was a feeling of not being believed, 
and this may have impacted on the accoimts given if participants felt that they needed to 
‘prove’ to the researcher the vahdity of their experience. However, when designing Hie 
study it was thought that to set a hmit on how long ago the assault happened would be 
equally problematic. For example, individual differences in recall ability, and also that 
too short a time limit may result in a non-response of participants. It is also acknowledged 
that four of the participants had experienced abuse as a cliild (2 physical and 2 sexual) 
prior to the sexual assault as an adult, and it is therefore problematic to assume that the 
tlireat to identity described is related only to the adult experience. It may be said, 
however, that problems with identity were even more compounded by the experience of 
sexual assault given that most occurred at an age considered to be concerned with identity 
formation (Erikson, 1959).
Due to tlie case study approach, the generahsabihty of diis research remains limited. 
What this study does offer is an in-depth assessment of participants’ responses and 
feelings to enable an exploration as to whether these can be conceptuahsed in tenns of
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threat to existing identity. Such close attention to personal accounts is perhaps more 
important at this early stage of our understanding of male sexual assault victims reactions 
to their experience.
Theoretical implications
Breakwell’s (1986, 1992, 1996) identity framework has provided a useful way of 
interpreting the identity experiences of male sexual assault victims. It has been 
particularly relevant to the discontinuity expressed in relation to the unanimous conflict 
around disclosure and non-disclosure. A consistent finding within the study was the 
difficulty in disclosing the sexual assault experience, which led to various coping 
strategies such as repression, denial and isolation being employed. Participants all 
expressed a fear of either not being believed or being blamed by others, which they felt, 
forced them to deal with the experience alone, and therefore limited the social support 
available and discouraged support seeking (Breakwell, 1986).
AH participants expressed how the sexual assault experience had, in various ways, 
jeopardized the perception they had of their masculinity, of expecting to defend 
themselves against such threat. Participants expressed emotions such as shame, self­
blame, embarrassment, and not being ‘strong enough’ to overpower their assailant. This 
emphasizes the male ethic and socialization, which tells men that they should be able to 
defend themselves. For many participants, not being able to talk impacted negatively on 
their self-esteem.
It is possible that non-disclosure may be seen as an attempt to preserve continuity of the 
masculine self identity (see George and Jack), as well as the continuity of the social self 
identity (see Brian) in relationships with others. The result here is that the repression and 
control adopted as coping strategies undermines tlie task of assimilating and 
accommodating the sexual assault into general life experience and prevents recovery. Tlie 
victims almost live life as a lie and it leaves, “a void that was impossible to filF  (Brian).
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To look at the social context, many studies have focused on the relationship between 
victim-blaming and an individual’s belief in a just world. Lemer originated the theory that 
people have a need to beheve in a just world; tliat is, individuals need to believe that the 
world is safe and orderly and people generally receive what they deserve (Lemer and 
Miller, 1978). However, injustices do happen and when something bad happens to a 
‘good’ person, it is threatening to someone who believes in a just world. Klienke and 
Meyer (1990) found that men and women reacted differently to rape victims. Men with a 
high belief in the just world evaluated a rape victim more negatively than men with a low 
behef in the just world. Women with a high just world belief were less negative toward 
the rape victim than were women with a low just world behef. Klienke and Meyer explain 
this reaction by noting that women are more able than men to relate to a rape victim and, 
therefore, are more hesitant to derogate a rape victim when they perceive that tliis 
injustice could just as easily happen to them. Whatley and Riggio (1993) foimd that men 
blamed the victim of a rape more than women, even when the victim was also male.
The results of these studies may impact on victims recovery, their relationships with 
others, and therapeutic practice. For example, despite the reluctance to disclose their 
experience, all participants expressed great rehef to talking about their assault experience 
when in a supportive environment. It is interesting that most participants chose to disclose 
initiahy to a female friend or relative, and found these to be supportive. Only one 
participant (Brian) chose to disclose to a male friend initially, and found this experience 
imsupportive. It has been discussed how men are more hkely than females to hold rape 
myths, and this may have impacted on the men’s choice when initially disclosing. Also, 
when support from other males has been found, this study shows that other male victims 
have been tlie most helpful. This may be because other male survivors are more likely to 
fiilfill the strong need to be believed and not blamed.
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Implications for the practice o f counselling psychology
Since men generally do not seek psychological services for emotional difficulties (Mintz 
and O’Neil, 1990), it is assumed that men do not seek treatment for consequences 
resulting from sexual assault. However, Isley and Gehrenbeck-Shim (1997) carried out a 
survey of the sexual assault of men in the commimity found that the majority of the male 
victims experienced symptoms associated with Posttraumatic Stress Disorder (APA, 
1994). An alarming 46.3% of the men in their study experienced suicidal ideation in 
which 76% of these men attempted to kill themselves. The survey indicates, according to 
service providers reports, that men can experience post-rape trauma which compels them 
to seek psychological assistance.
If this study has managed to access common male sexual assault experiences and 
conceptualizations to any extent, then counselling psychologists may have a vital role to 
play in providing a facilitating environment for men to explore their reactions to their 
sexual assault experience. It seems that within this study many participants felt that it was 
therapeutic to talk in detail about their experiences. In addition, they wanted to have the 
opportunity to explore their own emotions and thoughts in an environment where they felt 
understood and supported. A need to share, but also a need to preserve identity with 
others in their social surroundings suggest that therapy may be an extremely beneficial 
way forward to allow the experience to be integrated in a supportive and confidential 
environment. The impact of societal behefs and rape myths means that most men will not 
want to report their assault (none did in this study). However, it appears that to share with 
other survivors, either via Internet or group therapy, is deemed an extremely positive 
experience, and generally viewed as a positive step toward adjustment and assimilation of 
the experience.
Therapy may begin to help victims to understand their emotional reactions and any other 
reactions (such as sexual dysfimction or sexual identity confusion) to the assault and to 
explore these rather than using the coping strategies of repression and denial. Therapy 
may help victims to gain control back that they perceive was lost, and also to focus on the
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rebuilding of self-esteem if this has been lowered after the assaults. Coimselling 
psychology may be especially relevant to helping male victims of sexual assault as the 
principles emphasize respect for the separateness and uniqueness of each individual 
chent, elevating these behefs to the core of therapeutic practice (Woolfe, 1996). It 
emphasizes the subjective experience of the chent and the necessity to understand the 
client’s unique reahty and construal of life experiences. Therapy may aim to examine the 
particular coping strategies employed by the victim, and to encourage an imderstanding of 
himself and the trauma in a way he can hve with.
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Appendix I  -  Advertisement / Research Handbill
MALE VICTIMS OF SEXUAL ASSAULT
Studies have estimated that between 5-10% of reported cases of rape or sexual assault 
each year involve male victims. As male victims often do not report rape, the actual 
number of assaults is beheved to be even higher. Relatively httle high quality research 
has been conducted on this subject which means that professionals who wish to help male 
victims of rape sometimes lack sound information upon which to base their practice.
What’s This Research About?
As part of her doctoral studies at the University of Surrey, Alison Warren is undertaking 
research, looking at the experiences of men that have been raped. Alison hopes that her 
research will both help to broaden health care professionals’ understanding of male rape 
and to better inform therapeutic services on offer, and also to acknowledge a crime that is 
hidden in our society and perpetuated by tliis silence.
Who Can Take Part?
Alison is eager to hear from male survivors of rape. If you are a man who has survived 
the experience of rape during your adult life and is interested in taking part in this 
research, Alison would be dehghted to discuss the research further with you.
What Does Taking Part Involve?
Taking part in the research will require being interviewed about the experience of rape 
and the effects that this has had on well-being and sense of self. Each interview will last 
for about an hour. The research is completely confidential: no individual will be 
identifiable in the research report. All participants will receive a copy of the research 
report when it is completed in August/September 2000.
How Do I Volunteer?
To find out more about the research or to volunteer to take part, contact Alison or her 
supervisor (Adrian Coyle) at the address/phone numbers below.
Alison Warren
Psychotherapeutic & Counselhng Psychology PsychD, Department of Psychology, 
University of Surrey, Guildford, Surrey GU2 7XH.
Tel: (01483) 259176
E-mail: psm5aw@surrev.ac.uk
Dr Adrian Coyle (same address)
Tel: (01483) 876896 (office hours)
E-mail: A.Covle@surrev.ac.ulc _______________________________ _
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Appendix I I -  Questionnaire /Interview Schedule
Understanding the Experiences of male sexual assault victims 
Interview Schedule
Tlie purpose, nature and confidentiality procedures for this study have already been 
explained to you, and signed consent received. If this is not true, please contact the 
researcher before proceeding with this interview schedule. The following questions may 
be of a personal nature and I would like to emphasize that you may withdraw at any time 
from answering.
If questioimaire - Please try to answer the questions as fully as possible, and either create 
extra space or use another sheet of paper (clearly marking which question you are 
answering) if this is needed.
PART ONE
In order to put into context the answers to the following questions, can you describe to me 
tlie details of your sexual assault in as much depth as possible? This may include 
information on when it happened, where it happened, who you were with (no specific 
names necessary), what you felt at tlie time, and what happened immediately afterwards, 
how you reacted. If you have been assaulted on more than one occasion this may be an 
even more difficult and lengthy task. Please try to describe your particular experiences as 
frilly as possible.
(use additional space as necessary)
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PART TWO
Td like to focus firstly on your experiences of telling other people that you had been 
sexually assaulted.
Before taking part in this study, had you ever talked to anyone about your experience/s of 
sexual assault?
If yes:- Who was the first person you told?
Wliy did you choose to tell them?
How did you tell them?
What did they say or do? How did they react?
If no:- Please explain your thouglits and feelings around why you did not tell
anyone about your sexual assault experience/s.
Has this decision changed over time? (even though you have never 
disclosed)
If yes: Wliat do you think led to this change of mind?
Wliat effects (if any) did/has not telling anyone have on how you thought 
and felt about yourself?
Has that initial reaction changed over time?
If yes, in what ways has it changed?
Wliat do you tliink has led to tliese changes?
Wliat has led to your decision to disclose now?
(ask only questions that apply fi'om here)
Have you told your current partner that you have experienced sexual assault?
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If yes:- What made you decide to teU them?
How did they react to being told that you have had this experience?
What effects (if any) did their reaction have on your thoughts and feelings 
about yourself?
If no:- What led you to make the decision not to tell your partner?
Have you ever disclosed to a previous partner that you have experienced sexual assault?
If yes:- What made you decide to tell them?
How did they react to being told that you have had tliis experience?
Wliat effects (if any) did their reaction have on your thoughts and feelings 
about yourself?
If no:- Wliat led you to take the decision not to tell you ex-partner that you have
experienced sexual assault?
(If have children)
Have you told your cliildren that you have been sexually assaulted?
If yes:- Wliat led you to your decision to tell them?
How did Üiey react to being told about your experience?
Wliat effect (if any) has tliis disclosure had on your family?
Has tills changed over time? If yes, please describe this change.
If no:- Wliat led to your decision not to tell your children that you have
experienced sexual assault?
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Have you told your parents / step-parents / carers about your sexual assault experiences? 
(phrase accordingly)
If yes:- Wliat led you to your decision to tell them?
How did they react to being told about your experience?
What effect (if any) has this disclosure had on your family?
Has this changed over time? If yes, please describe this change.
If no:- What led to your decision not to tell your parents / step-parents / carers
that you have experienced sexual assault?
Have you told friends and/or colleagues about your sexual assault experiences?
If yes:- What led you to your decision to tell them?
How did they react to being told about your experience?
What effect (if any) has this disclosure had on your relationsliip and/or 
work environment?
Has this changed over time? If yes, please describe this change.
If no:- What led to your decision not to tell your friends and/or colleagues that
you have experienced sexual assault?
In general, how easy/difficult was it to talk to other people about what had happened to 
you?
Wliat was (is) it about tliis that made (makes) it difficult?
Can you describe (if any) the ongoing emotional effects amongst the family, friends, and 
work colleagues that your disclosure has caused?
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Following your experience/s of sexual assault, can you describe any effects tliis had (if 
any) on your sense of your own worth?
If yes:- In what ways?
How significant was tliat for you, if at all?
In what ways [if any] has it made you feel different?
In what ways [if any] do you feel differently about yourself compared to 
how you felt before?
In what ways [if any] do you feel different fi-om your friends and other people?
If yes:- In what ways?
How significant was that for you, if at all?
Has this changed over time? [If yes:] In what ways?
Sometimes people who have experienced sexual assault are left feeling that they don’t 
have much control over their lives. Was that true for yourself, or has your experience not 
really affected how much you felt in control of what happened to you?
How much do you feel in control of your hfe now?
If this has become lessened, in what ways do you feel you have less control?
How has this come about?
How does that make you feel?
Have you had contact witli the person (people) who assaulted you at any time afterwards?
If yes:- Can you describe this more, how did this make you feel?
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What effect (if any) did this contact have on your thoughts and feelings about yourself?
Has this initial reaction changed over time?
If yes;- In what way has it changed?
If yes:- What do you think miglit have led to these changes?
What effects (if any) has this had on your tlioughts and feelings about your 
assailant/s?
Can you explain why you did / or did not take any legal action against the person / people 
who assaulted you?
Do you feel tliat having experienced sexual assault has affected your relationsliips?
If yes:- In what ways?
How does that make you feel?
In social situations people can build up a picture of themselves by comparing themselves 
with other people and by seeing how other people behave towards them. Which 
individuals or groups of people do you tend to compare yourself with?
How do you see yourself in relation to these individuals or groups of people?
If tliis comparison is positive, what do you think makes it positive?
If this comparison is negative, what do you think makes it negative?
How do you see yourself in comparison to otlier sexual assault survivors?
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Wliat makes you say that?
How does that make you feel?
How do you think otlier people who don’t know about your sexual assault experience/s 
see you?
Wliat makes you say that?
How does that make you feel?
How do you think other people who do know about your sexual assault experience/s see 
you?
Wliat makes you say tliat?
How does that make you feel?
How do you think that male sexual assault is perceived by society in general?
To what extent do you agree with this perception?
What makes you say that?
THERAPEUTIC ISSUES
As mentioned before, I am doing this research as part of my doctoral course in 
Psychotherapeutic and Counselling Psychology. I’d therefore like to look at some issues 
around therapy.
Have you received any type of therapy regarding your sexual assault experience/s?
If yes:- Wliat type (if known) of therapy was/is it?
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What factors contributed to your decision to go for therapy?
Did therapy help you in any way?
If yes : To what extent did you find it helpful?
Can you describe this experience?
To what extent did you tliink it was not helpful?
To what extent did you think your experience as a male survivor of sexual assault was 
imderstood by the therapist?
How do you tliink your experience of therapy as a male survivor of sexual assault miglit 
have been made more valuable?
[If no (no therapy):]
Was that because you felt you did not need any therapy or is it because there’s something 
about tiierapy that makes you feel wary or was it for some other reason?
If either of latter, could you say some more about that?
If you had decided to seek some kind of therapeutic help, wliich do you think would be 
your therapy needs as a male survivor of sexual assault?
Tliinking about your experience/s, what advice would you give to men who have had 
similar experiences to you when considering telling others about their sexual assault?
Research Dossier -  Qualitative Research Report 153
Appendix III -  Information Sheet for Volunteers
UNDERSTANDING THE EXPERIENCES 
OF MALE SEXUAL ASSAULT VICTIMS
I am a trainee Counselling Psychologist at the University of Surrey, conducting a research 
study, which looks at the experiences of men who have been sexually assaulted during 
their adult lives.
Being the victim of sexual assault can be one of the most devastating and seemingly 
incomprehensible and meaningless experiences that an individual may have. Tlie effects 
may last a lifetime and may require tlie survivor to carefully re-negotiate and adapt their 
personal belief system and sense of ‘who tliey are’. The roles and relationships witli 
friends and family may also change after this experience. Tlie aim of tliis study is to 
discover individual experiences of sexual assault and examine how (if at all) tliis has 
impacted on the individual’s personal and social life. Although there has been much 
research into female experience of rape over die past decade, tiiere has been little high 
quality research addressing the issues male victims face following sexual assault. It is 
hoped diat this research will both help to broaden health care professionals’ 
understanding of male rape and to better inform therapeutic services on offer, and also to 
acknowledge a crime tiiat is hidden in our society and perpetuated by tliis silence. That is 
why I am undertaking this research.
I am seeking men who have been raped during their adult hfe (16+). Those men who 
volunteer to take part in the research are going to be interviewed for approximately one 
hour (alternatively via e mail questionnaire). Interviews will take place at a location 
convenient for you. Tlie interview will be recorded on audiotape so that, in writing up the 
research, I can cite people's experiences directly. Naturally, to protect confidentiality, I 
will not quote on any identifying information such as names and locations. In making 
transcriptions your name will be replaced by a letter, and I will not record the names of 
other people or places that might arise in the interview. Once transcribed, the audiotape 
recordings will be destroyed. If at any point in the interview you feel the need to 
withdraw this will be perfectly acceptable and you will not need to justify your decision.
I hope that tliis research will help counsellors, psychologists and psychotherapists who 
work with male rape survivors, become aware of the issues that male rape victim’s 
experience. I hope then that this will enable them to be more effective when offering 
therapeutic services to these men. I also hope that those who take part in the research will 
find it helpful to talk about their experiences.
If you would like to take part in this research or find out more about it, please ring me on 
01483 259176.
Alison Warren
Coimselling Psychologist in Training 
Department of Psychology 
University of Surrey 
Guildford GU2 5XH
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Appendix IV -  Consent Form
I the undersigned voluntarily agree to take part in the study on ‘Understanding the 
experiences of male sexual assault’. I have read and understood tlie Information Sheet 
provided. I have been given a full explanation by the investigators of the nature, 
purpose, location and likely duration of the study, and of what I wül be expected to do. I 
have been advised about any discomfort and possible negative effects on my 
psychological well-being which may result. I have been given the opportunity to ask 
questions on aU aspects of tlie study and have understood the advice and information 
given as a result. I agree to comply with any instruction given to me during the study and 
to co-operate fully with the investigators. I shall inform them iimnediately if I suffer any 
deterioration of any kind in my psychological well being, or experience any distress.
I understand that all documentation held on a volunteer is in the strictest confidence and 
comphes with the Data Protection Act (1984). I agree tliat I will not seek to restrict the 
use of the results of the study on the imderstanding that my anonymity is preserved. I 
understand that I am fi-ee to witlidraw fi'om tlie study at any time without needing to 
justify my decision and without prejudice. I understand that in the event of my suffering 
any significant deterioration in psychological well being caused directly by my 
participation in the study, compensation will be paid to me by the University of Surrey. 
The amoimt of such compensation shall be calculated by reference to the amount of 
damages commonly awarded for similar injuries by an English court if hability is 
admitted, provided that such compensation may be reduced to the extent that I, by reason 
of contributory fault, am partly responsible for the injury. I understand that this offer of 
compensation does not prevent me from alternatively pursuing a claim on the basis of 
negligence or strict liability.
I confirm that I have read and imderstood the above and freely consent to participating in 
this study. I have been given adequate time to consider my participation and agree to 
comply with the instructions and restrictions of the study.
Name of volunteer............................. .....................................................
(BLOCK CAPITALS)
Signed............................................... .............................................. ......
Date.................................................. .....................................................
Name of investigator...............................................................................
(BLOCK CAPITALS)
Signed ....................................................
Date ......................................................
Name of witness ....................................................
(BLOCK CAPITALS)
Signed ........................ ............................
Date .....................................................
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Appendix V-  Brief Background Sheet
Background Information
To begin with, I would hke to get some basic information about you in order to see 
whether there are any background similarities or commonalities amongst participants. 
Please complete the section below by responding to each of the items. The information 
that you give will never be used to identify you in any way because this research is 
entirely confidential. However, if you don’t want to answer some of these questions, 
please don’t feel that you have to.
1. How old are you? [ ] years
2. Which of the following ethnic groups would you say you belong to?
(tick the appropriate answer)
Black-African ____
Black-Caribbean ____
Black-Other ____
Chinese_________________ ____
Bangladeshi ____
Indian ____
Pakistani ____
White_______________________
Other(please specify:)______ _______________
3. What is your Inghest educational quahfication?
(tick the appropriate answer)
None ____
(j<:Si]B%s)/C)d{r/eh:s)%:SIE(s) _____
A-level(s) ____
Diploma (HND, SRN, etc.) ____
Degree ____
Postgraduate degree/diploma _____
4. Wliat is your current occupation (or, if you are no longer working, what was your last 
occupation?)
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5. Has your current (or last) occupation changed since you were sexually assaulted? 
{Please tick)
Yes [ ]
No [ ]
If ‘Yes’, what was your occupation prior to the sexual assault?
6. What age were you at tlie time of sexual assault?
7. Who do you currently Hve with?
8. Who did you live with prior to the sexual assault?
9. Has the assault/s been reported to anyone or an authority?
- If yes, who did you report it to? How long after the assault/s did you report it?
10. Have you souglit medical or tiierapeutic assistance relating to the assault/s?
- If yes, could you describe tliis, ie. At what time, how long it lasted, whether it 
was useful, etc. (This will be elaborated further in the questionnaire, this is just to indicate 
whether assistance was sought or not).
THANK YOU FOR YOUR CO OPERATION
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Appendix VI -  Ethical Approval (University o f Surrey Advisory Committee)
06 July 2000
M s Alison Warren 
23 Victoria Street 
BRIGHTON 
East Sussex 
BNl 3FQ
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone 
+44(0)1483 300800 
Facsimile
+44(0)1483 873811
R e g is t ry
Dear Ms Warren
U nderstanding the experience of male rane: An iiiternretive plieiionienological 
analysis fACE/2000/47/Psvth)
I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol and the subsequent information supplied and has approved it on the 
understanding that the Ethics Guidelines are observed.
The letter o f  approval relates only to  the study specified in your research protocol 
(ACE''2000/47/Psych). The Committee should be notified o f any changes to the 
proposal, any adverse reactions and if the study is terminated earlier than expected 
(with reasons). Î enclose a copy o f the Ethics Guidelines for your information.
Date o f  approval by the Advisory Committee on Ethics; 
Date o f  expiry o f  Advisory Committee on Ethics approval;
Please inform me when the research has been completed.
Yours sincerely
06 July 2000 
05 July 2005
{y
Professor Laurie King 
Chairman, University Advisory C om m itt^on  Ethics
cc: Professor L J King, Chairman, ACE
Dr A Coyle, Co-Investigator, Dept o f Psychology
JB/LJK/(ACE/2000/47/Psych)
Research Dossier -  Qualitative Research Report 158
Appendix VI -  Instructions to Authors for ‘The Journal o f Community and Applied Social 
Psychology'
Instructions to Authors
Initial Manuscript Submission. Submit three copies of the manuscript (including 
copies of tables and illustrations) to Geoffrey Stephenson, JCASP Editorial Office, PO 
Box 309, Deal, Kent, CT14 7GT, UK.
Authors must also supply;
• an electronic copy of the final version (should nonnally apply, see section 
below),
• a Copvright Transfer Agreement with original signature - without this, we are 
unable to accept the submission, and
• Permission letters - If the manuscript contains extracts (including illustrations) 
from or is based in whole or in part on other copyright works (including, for 
the avoidance of doubt, material from on-line or intranet sources), the Author, 
at the Author's expense and in the form specified by the Publisher, will obtain 
from the owners of the respective copyrights written permission to reproduce 
those extracts in the manuscript in all territories and editions and in all media 
of expression and languages. All necessary permission forms must be 
submitted to the Publisher on delivery of the manuscript.
Submission of a manuscript will be held to imply that it contains original unpublished 
work and is not being submitted for pubhcation elsewhere at the same time. Submitted 
material will not be returned to the author, unless specifically requested.
Electronic submission. The electronic copy of the final, revised manuscript should be 
sent to the Editor together with the paper copy. Disks should be PC or Mac 
formatted; write on the disk the software package used, the name of the author and the 
name of the journal. We are able to use most word processing packages, but prefer 
Word or WordPerfect [and TeX or one of its derivatives].
Illustrations must be submitted in electronic format where possible. Save each figure 
as a separate file, in TIFF or EPS format preferably, and include the source file. Write 
on the disk the software package used to create them; we favour dedicated illustration 
packages over tools such as Excel or Powerpoint.
Manuscript style. The language of the journal is English. All submissions including 
book reviews must have a title, be printed on one side of the paper, be double-line 
spaced and have a margin of 3cm all round. They should not nonnally exceed 7,000 
words in length, or equivalent in text, references and tables, and should include a word 
count where possible. Illustrations and tables must be printed on separate sheets, and 
not be incorporated into the text.
A
• The title page must list the full title, a short title of up to 40 characters and 
names and affiliations of all authors. Give the full address, including e-mail, 
telephone and fax, of the author who is to check the proofs on this page, as the 
Journal o f Community & Applied Social Psychology operates a 'blind' 
reviewing system.
• Include the name(s) of any sponsor(s) of the research contained in the paper, 
along with grant number(s).
• Supply an abstract of up to 200 words for all articles, except book reviews. 
An abstract is a concise summary of the whole paper, not just the conclusions, 
and is understandable without reference to the rest of the paper. It sho uld 
contain no citation to other published work.
• Include up to ten keywords that describe your paper for indexing purposes.
Short Papers of no more than 2,000 words in length [or equivalent in text, references 
and tables] are encouraged. Research papers. Innovations in practice and 
Communication and commentary are all welcome in the Short Paper section. 
Submissions will be reviewed in the usual way but it is anticipated that the reviewing 
and publication process wiU be of shorter than average duration than for longer 
papers. Abstracts for Short Papers should be of around 50 words.
Reference style. References should be quoted in the text as name and year within 
brackets and listed at the end of the paper alphabetically. Where reference is made to 
more than one work by the same author published in the same year, identify each 
citation in the text as follows: (Collins, 1998a), (Collins, 1998b). Where three or more 
authors are listed in the reference list, please cite in the text as (Collins et a l, 1998).
All references must be complete and accurate. Online citations should include date of 
access. If necessary, cite unpublished or personal work in the text but do not include it 
in the reference list. References should be hsted in the following style:
Benight CC, Swift E, Sanger J, Smith J, Zeppelin D. 1999. Coping self- 
efficacy as a mediator of distress following a natural disaster. Journal o f 
Applied Social Psychology 29: 2443-2464.
Sennett R, Cobb J. 1972. The Hidden Injuries o f Class. Knopf: New York.
LaFromboise TD, Howard-Pitney B. 1995. Women and suicidal behaviour.
In Focus on Women, Canetto SS, Lesler D (eds). Springer: New York.
The Geriatric Website. 1999. http://www.wiley.com/oap/ [1 April 1999]
Illustrations. Supply each illustration on a separate sheet, with the lead author's name 
and the figure number, with the top of the figure indicated, on the reverse. Supply 
original photographs; photocopies or previously printed material will not be used. 
Line artwork must be high-quality laser output (not photocopies). Grey shading (tints) 
are not acceptable; lettering must be of a reasonable size that would still be clearly 
legible upon reduction, and consistent within each figure and set of figures. Supply 
artwork at the intended size for printing. The artwork must be sized to the text width 
of 12 cm. Please submit the figure legends on a separate sheet. The cost of printing
colour illustrations in the journal will be charged to the author. The cost is 
approximately £700 per page. If colour illustrations are supplied electronically in 
either TIFF or EPS format, they may be used in the PDF of the article at no cost to 
the author, even if this illustration was printed in black and white in the journal. The 
PDF will appear on the Wiley Inter Science site.
Copyright. To enable the publisher to disseminate the author's work to the fullest 
extent, the author must sign a Copvright Transfer Agreement transferring copyright in 
the article from the author to the publisher, and submit the original signed agreement 
with the article presented for publication. A copy of the agreement to be used (which 
may be photocopied) can be found m Journal o f Community & Applied Social 
Psycology and on the Wiley InterScience website at www.interscience.wiley.com. 
Copies may also be obtained from the journal editor or publisher, or may be printed 
from this website.
Proofs. Proofs will be sent to the author for checking. This stage is to be used only to 
correct errors that may have been introduced during the production process. Prompt 
return of the corrected proofs, preferably within two days of receipt, will minimise the 
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Abstract
Tills exploratory research study investigated the attitudes of chnical and counselling 
psychologists, psychotherapists, and counsellors toward male victims of rape. Participants 
read one of eight vignettes in whi ch the sexual orientation and prior sexual experience of the 
rape victim and the gender of the perpetrator were varied. Participants then completed a 
questionnaire related to this vignette and a short questionnaire (based on a previous qualitative 
study by Warren (2000)) intended to extract attitudes toward male rape victims in general. 
Exploratory factor analysis on the responses of 214 participants indicated 6 factors; victim 
blame, severity of assault, self-blame, awareness of incidence/impact, acknowledgement of 
existence and attribution of blame. Overall, results showed that male participants expressed 
more negative attitudes than female participants, and reactions were more negative towards 
the victim when he was assaulted by a female perpetrator than when assaulted by a male 
perpetrator. Finally, it was considered how the results might have imphcations for therapeutic 
practice with this population
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Introduction
When considering the definition of male rape, many problematic issues arise. For example, 
Davies et al., (1993) illustrated that penetration of the anus may hold profoundly different 
cultural meanings for gay men than for heterosexual men. Many gay men consider their anus 
to be a sexual part of their anatomy, and may feel 'sexually' violated if they are anally raped, 
whereas many heterosexual men may feel that forced penetration of their anus represents 
participation in an activity that is not necessarily sexual, but 'unnatural' or 'perverse'. (Of 
course this is a generalization, as some heterosexual men engage in activities that bring them 
anal pleasure and some gay men find anal sex unappealing). From this, it may be speculated 
that gay men who have previously engaged in consensual, receptive anal intercourse are better 
able to identify forced anal penetration as sexual assault or violence, whereas heterosexual 
men may view it as some other kind of non-sexual assault. However the assault is viewed, the 
distinction between 'sex' and 'rape' should always be clear so as not to underestimate the effect 
on the victims. For the purpose of this study, ‘male rape’ is defined (as it is legally) as 
penetration of the victim’s body by force or exploitation of the victim’s incapacitated state. 
The study will also focus on men who are raped in the community rather than, for example, in 
prison.
In July 1994, the legal definition of rape in Great Britain was finally changed to include males 
as victims of rape. Previously, male rape was defined as ‘non-consensual buggery’ and was 
treated as a less serious crime, as reflected in both attitudes and sentencing pohcy, creating 
discrepancies in the legal tr eatment of female and male rape victims (Tempkin, 1987).
There have been a number of important repercussions following this change in the law. The 
legal definition of male rape and the raising of its status m tenns of sentencing pohcy have led 
to increased research interest and greater understanding of the traumatic impact of sexual 
assault on male victims (for example, Davies et al, 2000; Perrott & Webber, 1996; Rogers, 
1995; Warren, 2000). However, research has, understandably, largely focused on the causes 
and effects of the rape of women by men. In classic works by Burt (1980) and Field (1978), it 
was established that many Americans beheved that women falsely accuse men of rape, rape is 
not harmfiil, women want or enjoy rape, and women cause or deserve rape by indiscreet or 
risky behaviour. These myths, in tlie opinion of many, have Contributed to a “rape-supportive” 
climate in which victims are held somewhat responsible for their own rape, whereas 
perpetrators’ actions are excused or viewed as justifiable (Brownmüler, 1975; Burt, 1980,
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1991; Lottes, 1988; Quackenbush, 1989).
The rape of men, however, is an issue that is even more in need of re-assessment. Until 
recently, sexual assault  ^upon adult males had received little attention in the research hterature 
or from the public, and ignorance and disbelief about male sexual assault have perpetuated 
myths about this phenomenon in psychology, medicine and the law (Stermac et al., 1996). 
Research and writing on male sexual assault reveal several false behefs and prejudicial 
stereotypes about the dynamics of male rape. Foremost there seems to be a belief that male 
rape is either an aberration related to the artificiahty of prison life or else some violent aspect 
of homosexual subculture (Kaufinan et al., 1980). Furthermore, men tend to be viewed as 
initiating and controlling sexual activity -  not as being the targets of assault (Groth & 
Burgess, 1980).
Researchers have found that men are raped through the use of the full range of strategies used 
against female victims. They are violently attacked with weapons, intimidated by threats or 
blackmail, trapped in rooms, cars, or tied to beds, assaulted while too mtoxicated to resist or 
give consent, or pressured by powerful or trusted authority figures. Their assailants are 
strangers and acquaintances, men and women, and individuals or groups (Goyer & Eddleman, 
1984; Grotli & Burgess, 1980; Johnson & Shrier, 1987; Mezey & King, 1989; Myers, 1989; 
Sorenson et al., 1987; Struckman-Johnson, 1991). Despite male victims’ feelings of fear, 
anxiety or lack of desire, they can be physically stimulated and forced to perform in oral, 
vaginal, and anal sex (Mezey & King, 1989; Miller, 1983; Sarrel & Masters, 1982; Smith, 
Pine, & Hawley, 1988).
Male rape victims’ perceptions of public attitudes and the impact on reporting
Other people’s negative reactions to male rape (such as blaming the victim) serve as 
secondary victimisation (Wilhams, 1984). Secondary victimization is a prolonged and 
compounded consequence of certain crimes; it results from negative, judgemental attitudes 
directed toward a victim of crime and results in a lack of support for the victim, perhaps even 
condemnation and/or ahenation. In crimes such as robbery, the victim’s responsibihty is 
rarely questioned but for rape the victim’s responsibility is ahnost always questioned. It is the 
pubhc’s (audiences comprised of significant and generahsed others) response to the victim- 
criminal relationship and its impact on the victim that gives rise to a kind of secondary 
victimisation. In a quahtative study investigating the experiences of men who had been
 ^ ‘Rape’ and ‘sexual assault’ are used interchangeably to reflect the comparable trauma related to both.
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sexually assaulted as adults, Warren (2000) found that participants consistently reported a 
conflict between a need to disclose their experience and uncertainty of societal support 
(leading to a fear of rejection) upon doing so. AU the men interviewed expressed the beUef 
that others would be judgemental and unsympathetic.
Rape is regarded everywhere as a serious, violent crime, but it is vastly under-reported in aU 
jurisdictions. The underreporting of this crime is the result of a number of reasons that are 
related to the ways in which rape is perceived and defined. These perceptions take the form of 
specific conceptions of rape, as well as the general process of sex role socialization that aids 
our identifying particular acts as rape.
It might be expected tliat tiie reasons for male rape victim non-reporting would paraUel tliose 
for women, for example, humiliating questioning by tiie police and/or prosecutors (Spohn & 
Homey, 1992), but it should be acknowledged that different forces may operate with males. 
Male victims may experience being raped as even more humiliating than female victims. As 
with female victims (Adler, 1992; Groth & Burgess, 1980), the emotional trauma experienced 
by raped males can generate confusion and inhibit reporting. A majority of males attempt to 
control their emotional reactions, reflecting a gender role expectation that it is unmanly for 
men to express emotion, even when the man is under a great deal of physical or emotional 
distress (Kaufinan et al., 1980). As reports of male rape are statistically rare, the concept of a 
male rape victim is relatively non-existent within the media. It is likely therefore, that male 
victims may not be able to identify with other male victims, and this may lead to additional 
trauma relating to beliefs such as ‘no-one can understand what this is hke’. Reporting a rape 
to the pohce is at least as stressful for men as women (Groth & Burgess, 1980), but, 
depending on the extent to which victims subscribe to a male ethic of self-rehance, reporting 
may be fuither depressed (Mendel, 1995; Stanko & Hobdell, 1993). As in nonsexual ar eas of 
their lives, men are generally expected to defend themselves against threats (Ashworth, 1995; 
Finkelhor, 1984; McMullen, 1990). Along with tliis idea is the imphcit behef that rape is 
synonymous with the loss of masculinity (Adler, 1992; Groth & Burgess, 1980). For these 
reasons, there may be substantial risk to the male rape victim’s self-concept in reporting this 
Clime.
Similarly, many people think that male sexual assault is not really a serious matter and that 
men are not upset by it (Anderson, 1988). Because our society beheves that men are 
emotionally strong and stoic, it is assumed that male rape victims will be able to “tough it out” 
and cope with tlie experience (Krueger, 1985; Miller 1983). However, studies of small
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samples of men who have experienced forceftd sexual assault have documented significant 
emotional effects such as depression, suicidal ideation, intense anxiety and guilt, amnesia, 
sexual dysfimction, loss of self-esteem and trust in relationships, and compromised masculine 
gender identity (Goyer & Eddleman, 1984; Groth & Burgess, 1980; Kazniak, 1988; Mezey & 
King, 1989; Myers, 1989).
Pino & Meier (1999) compared male and female rape-reporting behaviour and found that men 
are more likely to report rape when they can demonstrate they could not have protected 
themselves. When an assailant severely injures a male, especially if that injury requires 
medical attention, the victim has justification to report the crime because the evidence can 
show the victim was overpowered. Under tliese circumstances, tiie victim may think that the 
police and others are unlikely to question the victim’s sexual orientation or courage.
Many male victims feel that because they failed to fight off or escape from an assailant, they 
are responsible for what happened. If victims do report the rape, tlieir feehngs of blame may 
be reinforced by incredulous and critical reactions of police and medical professionals 
(Collins, 1982; Krueger, 1985; Müler, 1983). Some male victims -  especially gay men -  are 
made to feel that they “asked for” the rape if their behaviour is viewed as indiscreet or risky 
(Krueger, 1985).
Regardless of pubhc perceptions, a substantial number of non-incarcerated men are sexually 
assaulted each year and become seriously psychologically affected by such assaults 
(Struckman-Johnson & Struckman-Johnson, 1994). Studies of several rape crisis centres in 
the United States have revealed that fi'om 6% to 20% of treated rape victims are men 
(Calderwood, 1987; Forman, 1984; Kaufinan et al., 1980; Sorenson et al., 1987). Similarly, 
studies in the United Kingdom (Hutchings & Dutton, 1993; King et al., 1999) indicate that 
between 3% and 10% of all reported rapes in any given year involve male victims. The 
incidence of male sexual assault seems to be particularly high among college student 
populations. In a review of several campus surveys of coercive sex, Struckman-Johnson
(1991) found that 12%-16% of male subjects indicated that they had been pressured or forced 
to have sexual intercourse with a dating partner. These figures are hkely to be a conservative 
estimate due to non-reporting described earlier. Despite the problems in assessing the number 
of adult male victims of rape, it seems that there is enough indication that sexual attacks upon 
adult males are a serious problem, which demands better understanding and improved care 
facihties.
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Literature on attitudes towards male rape victims
In an interview study conducted by Donnelly & Kenyon (1996) of 30 US rape crisis centres, it 
was demonstrated that negative attitudes toward male rape victims are also currently common 
in psychological settings. Disturbingly, some rape crisis workers interviewed during this study 
appeared to be very negative towards male rape victims, one stating, ‘Honey, we don’t do 
men... Men can’t be raped.’ Due to such ignorance, the needs of male victims are clearly not 
met by such services (Sarrel & Masters, 1982).
Unfortunately, most of the research with regard to perceptions of rape victhus has been 
conducted among small, non-representative segments of the community (largely college 
students) and fails to generalise to the total population. A few experimental studies have 
compared attributions of blame towards male rape victims (of male attackers) with that 
towards female victims. Several consistent findings can be highhghted. Burczyk & Standing 
(1989) found less sympathy for male than female victims, a finding they attributed to 
participants feeling that rape was less serious for male than female victims. Other studies have 
also shown that men are more hkely than women to attribute more blame to and have less 
sympathy with a male rape victim (Burczyk & Standing, 1989; McCaul et al., 1990; Whately 
&Riggio, 1993).
In real cases of male rape, it appears that the victim’s sexual orientation affects people’s 
judgements of the victim. Male rape victims are very reluctant to report rape to the police and 
medical services for fear of homophobic reactions (for example, Mezey & King, 1989). The 
majority of men who report rape to the pohce identify themselves as heterosexual so that the 
chances of them being beUeved are maximal (Hodge & Cantor, 1998). Gay male rape victims 
may fear secondary victimisation as a result of their sexual orientation and tend not to reveal 
their sexual orientation to the police (Mezey & King, 1989).
Men’s attitudes towards gay men are generally more negative than are women’s attitudes (see, 
for example. Kite & Whitley, 1996). This, together with tiieir negative view of rape victims, 
leads to the prediction that male rape victims perceived as gay would be judged more severely 
than other victims would. Two experimental studies (Davies et al., 2000; Ford et al., 1998) 
that manipulated the sexual orientation of male rape victims (of male attackers) found that 
victims portrayed as gay were blamed more than were those portrayed as heterosexual. Davies 
et al. (2000) found that this effect was confined to male respondents, females tending not to
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blame victims for their rape regardless of their perceived sexual orientation.
Most people view the sexual assault of men by women as somewhat implausible, and that a 
woman cannot force a man to have sex (Sarrel & Masters, 1982). As people are socialised to 
beheve that women are sexually passive and men are the sexual initiators, it is difficult to 
imagine a dominant woman forcing an unwühng man to have sex (Struckman-Johnson, 1988) 
or for the man to be unwilling if the opportunity for sex occurred. Despite these popular 
views, Struckman-Johnson (1988) found that 16% of the men in a sample of university 
students reported that they had experienced forced sexual intercourse, mainly by female 
perpetrators.
Smith et al., (1988) investigated attitudes towards male victims of sexual assault when the sex 
of the perpetrator was varied. They found that male victims of sexual assault by female 
perpetrators were considered more likely to have encouraged the episode and to have derived 
sexual pleasure from it than was the case for men who were victims of other males. This 
difference was particularly pronounced for male respondents (47% said that the sexual assault 
of a nriAn by a woman was pleasurable for the victim, compared with a figure of 9% for the 
female respondents).
Considering the negative reactions towards male rape victims in real world cases, it is 
important for psychologists to study negative reactions towards victims. Although (as 
discussed) studies have examined attitudes and behefs toward rape victims, research has 
focused on public perceptions (largely college student samples) of female rape victims. Some 
studies have examined attitudes toward male rape victims, but none have researched the 
attitudes of psychologists, psychotherapists and counsellors in this area.
The effect of sexual orientation on judgements of male victims of female perpetrators has not 
yet been studied but may be an important consideration in light of the fact that victim sexual 
orientation affects blame attributions towards male victims of male perpetiators (Davies et al., 
2000; Ford et al., 1998). The aim of the present study was to investigate the effects of both 
perpetrator gender and victim sexual orientation towards male victims in a depicted sexual 
assault.
Furthermore, a growing body of research demonstrates that the relationship between the client 
and therapist is a very important factor that determines the effectiveness of psychotherapy 
(e.g., Luborsky et al, 1983; Safran and Segal, 1990; Orlinsky et al, 1994; Barber et al.
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1999; Treasure et al., 1999; Krapnick et al., 2000). In particular Nocross & Goldfield
(1992) argue that success in psychotherapy is best predicted by the characteristics of the 
therapist, client and the properties of their relationship. A secondary goal of the study 
therefore, is to assess die implications of the research findings in order to inform 
psychotherapeutic services on offer.
Research Aims
The purpose of the proposed study was to measure male rape-related attitudes amongst 
chnical and counselling psychologists, psychotherapists, and counsellors by using vignettes in 
which the sexual orientation and prior sexual experience of the rape victim and the gender of 
the perpetrator were varied. Since attitudes about male rape have not been measured before 
amongst this group of professionals, this was an exploratory study. However, several 
hypotheses were made. Firstly, based on previous research findings (Ford et al., 1998; Davies 
et al, 2000), it was predicted that male respondents would make more negative judgements 
towards the gay victim than they would towards the heterosexual victim; secondly, that 
reactions would be more negative towards the victim when he was assaulted by a female 
perpetrator than when assaulted by a male perpetrator. Experimental manipulations were not 
expected to affect judgements by female respondents. Specifically, its main aim was to 
investigate whether these health professionals hold positive or negative attitudes towards male 
rape victims and to consider how thek attitudes might impact on then therapeutic practice 
with this population
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Method
Participants
A random sampling strategy (e.g., Fife-Schaw, 1995) was used to recruit two hundred and 
fifty participants from the Register of Chartered Psychologists (BPS, 2000/2001) and two 
hundred and fifty participants from the CounseUing and Psychotherapy Resources Directory 
(BACP, 2001). Specifically, a sampling interval approach was used to select the 500 potential 
participants fr om a sample of3468 chartered counselling and clinical psychologists, and 2933 
counsellors and psychotherapists listed in the respective Registers. As the study aimed to 
explore the attitudes of psychologists, psychotherapists, and counsellors who may experience 
working with male victims of sexual assault in clinical practice, no other criteria other than 
their professional status were required for inclusion in the study. Participants were not 
required to have had any particular experience working with this chent group. The sampling 
interval in the selection process was 5. This was derived by choosing the first digit between 1- 
5 from a table of random numbers (de Vaus, 1996). Two hundred and twenty-one participants 
returned the questionnaire (44.2% response rate). Seven of these questionnaires (1.4%) have 
not been included in the analysis because they have been returned incomplete.
The use o f vignettes
Surveys have often been criticized on the grounds that the questions asked are too abstract and 
as a result people tend to answer ‘it depends’ (e.g. Alexander and Becker, 1978; de Vaus, 
1996). Another limitation of surveys has been that “participants tend to make up their own 
context and answer in relation to this. But each person makes up a different context, which 
means that each person is effectively answering a different question” (de Vaus, 1996, p.90). 
The use of vignettes has been suggested as one solution to overcoming these difficulties (e.g. 
Alexander and Becker, 1978; de Vaus, 1996). Vignettes are short descriptions of a situation or 
person, which contain infonnation that is considered to be important in the decision-making 
or judgement making of the participants (Alexander and Becker, 1978).
There are several reasons for choosing the vignette method in this study. First, with the use of 
vignettes it became possible to have at least some standardization of the context according to
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which participants responded. Different versions of the same basic vignette were randomly 
distributed to the participants in the study. Second, the use of vignettes ai ded in analysing the 
effects of varying rape victim characteristics on participants’ judgements (e.g. Alexander & 
Becker, 1978).
The sexual assault vignette was adapted from Davies et al., (2000). It was approximately 500 
words long and depicted a sexual assault situation (rape) between two strangers at a party. 
Copies of the sexual assault depiction used in this study can be found in Appendix 1. The 
victim was tied up while asleep as this was judged to reduce the possibihty of participants 
beheving that a female perpetrator would have difficulty overpowering a male victim There 
were eight conditions in total, and were manipulated by varying personal information about 
the victim and the perpetrator. The names of the victim and perpetrator, Matthew in the case 
of the victim and either Andy or Anna for the male and female perpetrator respectively, made 
salient victim and perpetrator gender. The gay victim was portrayed as belonging to the 
university’s lesbian, gay and bisexual society and the heterosexual victim to the drama 
society. Prior sexual experience was manipulated by stating that although Matthew did not 
have a boyfriend/girlfriend at the moment he either had “never had a sexual relationship” (no 
prior sexual experience condition) or “regularly picks up men/women in bars for sex” 
(promiscuous condition). “Men/women” was varied for the appropriate gay/heterosexual 
victim conditions. No infonnation about the perpetrator’s sexual orientation or prior sexual 
experience was included although the passage revealed that he/she was single and dated 
occasionally. The sexual assault situation was identical in all eight conditions in terms of tiie 
victim’s and perpetrator’s names, ages, jobs and hobbies. Alterations to the text only occurred 
to manipulate the victim’s sexual orientation and prior sexual experience, and the 
perpetrator’s gender.
Questionnaire design
The vignette was followed by a 34-item questionnaire. The first 19 questions were taken from 
Davies et al., (2000), with appropriate word changes (e.g. the victim’s name) to make them 
relevant to the content of the vignette that had been read (see Table 2). The questions 
pertained to behavioural blame towards the victim and perpetrator (see Miller & Porter, 1983 
for a discussion of self-blame in victims of violence), sympathy towards the victim, and the 
severity of the assault from the victim’s perspective. Items also included one pertaining to the 
perceived sexual pleasure that the victim gained from the experience and surprise that the
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victim was upset by the assault. Finally, items related to situational factors; how much the 
participants felt that the events at the party were related to the consumption of alcohol, how 
much the situation was due to the perpetrator getting ‘carried away’, how much the 
participants liked the victim and perpetrator and how much participants felt that they would 
blame themselves if they themselves were the victim in this situation.
A second shorter questionnaire was also used which consisted of fifteen items (see Table 4), 
to assess general attitudes towards male rape victims (i.e. not related to the vignette). These 
items were derived from a previous quahtative study that investigated tlie experience of 5 men 
raped as adults (Warren, 2000). Participants were asked to identify their perceptions of 
others’ reactions to tlieir experience upon disclosure and the implications their experiences 
might have for identity and therapeutic issues. Their responses were used to develop the items 
of the questionnaire.
Demographic questions were included at the end (de Vaus, 1996), and the final page included 
two rape help-line numbers and the email address of the researcher so that participants could 
get more information about the study if they so wished. AH thirty-four items on the two 
questionnaires were rated on a 7-point likert scale from 1 (pro-victim) to 7 (anti-victim). A 
Likert scale is the most popular scaling procedure in use today (Oppenheim, 1998) and 
particularly when measuring attitudes (Anastasi & Urbina, 1997). The exact wording of the 
scale for each item corresponded to the wording of that particular item. Twenty items were 
reverse scored which were corrected accordingly before analysis was completed.
Every single item in the scale, the instructions and the layout were piloted (Oppenheim, 
1998). The questionnaire was administered to two counselling psychologists and seven 
trainee-counselling psychologists who following its completion offered feedback botli on its 
content and layout. The participants in the pilot study considered three items as vague and 
open to multiple interpretations. Hence, these items were eliminated completely and a number 
of items were shghtly rephrased. The questionnaire was then piloted again and no ftrrther 
corrections were considered to be necessary.
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Procedure
AU the participants were randomly assigned to one of the eight groups described above and 
received the vignette with the questionnaire. Participants also received a cover letter to explain 
the purpose of the study, standardised instructions for taking part, a background information 
sheet, and a stamped addressed envelope for anonymous return of the questionnaire.
Data analysis and procedures
A between-subjects design was employed. The variables manipulated were respondent gender 
(male vs. female), perpetrator gender (male vs. female), victim sexual orientation (gay vs. 
heterosexual), and victim sexual experience (promiscuous vs. no prior sexual experience). 
Presentation of the items in the questionnaire was in the same order for aU eight conditions. 
Questionnaires were randomly distributed across respondents.
FinaUy, exploratory factor analysis was used to explore the variable areas (attitudes towards 
male rape victims) and identify the factors underlying the variables. Making the assumption 
that the factors that influence attitudes toward male rape victims are correlated, obhque 
rotation was used as it allows for the factors to be correlated (Kerlinger, 1992). In addition, 
principal component analysis was employed, in order to look at the factors that explain as 
much of the variance as possible (Loewenthal, 1996).
Ethical Considerations
Although this study is concerned with the sensitive topic of male rape, participants were only 
be asked about tlieir judgements toward hypothetical situations, and therefore participation 
was not expected to cause any short or long-term harm. Also, participation in the study was 
not compulsory and the participants were informed that their participation was voluntary and 
withdrawal was possible at any time. Participants were also infonned about the purposes of 
the study and were promised anonymity. The identity of tire institution, the researcher, and the 
supervisor were exphcitly stated and the possibihty to answer any questions regarding tins 
study as weU as feedback on completion was offered. Ethical approval for this study was 
obtained from the University of Surrey’s Advisory Committee on Ethics.
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Results
Sample Characteristics
214 paiticipants returned the completed questiomiahe (42.8% response rate). The number of 
participants in each vignette were as follows; 30 (14%) belonged to ‘Group A’(gay and 
promiscuous victim/male perpetrator), 26 (12.1%) to ‘Group B’ (heterosexual and 
promiscuous victim/male perpetrator), 28 (13.1%) to ‘Group C’ (gay and non-promiscuous 
victim/male perpetrator), 27 (12.6%) to ‘Group D’ (heterosexual and non-promiscuous 
victim/male perpetrator), 27 (12.6%) to ‘Group E’ (gay and promiscuous victim/female 
perpetrator), 26 (12.1%) to ‘Group F’ (heterosexual and promiscuous victim/female 
perpetrator), 20 (9.3%) to ‘Group G’(gay and non-promiscuous victim/female perpetrator) and 
30 (14%) to ‘Group H’ (heterosexual and non-promiscuous victim/female perpetrator). Out of 
aU the respondents, 121 were females (56.5%) and 93 males (43.5%). The participants’ age 
ranged from 23-78 with a mean age of 45.5 (SD: 9.3). One hundred and ninety six participants 
(91.6%) described themselves as white and 18 (8.4%) as non-white. Due to the very low 
number of the paiticipants who belonged to different ethnic groups they were combined into 
one group named non-white.
In terms of professional membership, several participants selected more than one profession. 
Specifically, 61 were chnical psychologists (28.5%), 93 counselling psychologists (43.5%), 
56 psychotherapists (26.2%), 38 counsellors (17.8%) and 32 participants (15%) indicated they 
were also qualified in another profession (e.g. lecturer). The participants’ years of practice 
ranged from 1-35 with mean years of 10.74 (SD: 5.73). Regarding their preferred model of 
working with chents, several participants selected more than one model. Specifically, 63 
participants (29.4%) were psychodynamic, 78 (36.4%) were cognitive-behavioural, 56 
(26.2%) were humanistic, 11 (5.1%) were gestalt, 12 (5.6%) were systemic, 66 (30.8%) were 
integrative, and 16 (7.5%) ticked the other category. Some of the ‘other’ orientations that were 
specified were existential and cognitive-analytic.
The participants had varying degrees of working with male and female victims of sexual 
assault. Twenty participants (9.3%) had no experience of working with female victims of 
sexual assault and 90 participants (42.1%) had no experience of working with male victims of 
sexual assault. Further description of cliitical practice showed that of the 194 participants 
(90.7%) who had worked with female victims, 186 (86.9%) were clients abused as children, 
136 (63.6%) were chents assaulted as adults, and 40 (18.7%) involved working with female
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victims in groups. Further description of clinical practice showed that of the 124 participants 
(57.9%) who had worked with male victims, 124 (57.9%) were chents abused as children, 40 
(18.7%) were chents assaulted as adults, and 26 (12.1%) involved working with male victims 
in groups.
In terms of sexual orientation, 195 participants (91.1%) were heterosexual, 6 (2.8%) were 
bisexual, 9 (4.2%) were gay and 4 (1.9%) were lesbian. Due to the very low number of 
participants who belonged to other than heterosexual orientations they were combined into 
one group named non-heterosexual.
Factor analyses
Two separate factor analyses were conducted. The nineteen items relating to attitudes towards 
the rape in the vignette were analysed first. The remaining fourteen items that had been 
developed by the researcher were included in the second analysis. The pre-analysis checks 
were the same for both analyses. The adequate number of participants (N=214) for the 
analysis to take place was ensured (Ferguson & Cox, 1993). The participants-to-variables 
ration was estimated to be 6.29:1, which meets the recommendation of 2:1 to 10:1 
participant/variable ration (see Gorsuch, 1983). As factor analysis is run from a correlation 
matrix of all the items to be analysed, the psychometric properties of this have to be examined 
to check that the data set is appropriate for factor analysis. The Reiser, Meyer, Olkin (KMO) 
coefficients for the data were >0.5 (0.68 and 0.62), so the correlation in the data is greater than 
what would be expected by chance (Kaiser, 1974). Additionally, the Bartlett Sphericity test 
was significant (p<0.001), indicating that the correlation matrix is significantly different from 
an identity matrix. The data is therefore suitable for factor analysis.
Exploratory factor analysis was performed on both occasions using principal component 
analysis (PCA) using SPSS (v.lO). According to Ferguson & Cox (1993), PGA is 
recommended as the first step in exploratory factor analysis. In addition, PCA was selected as 
it gives the most robust results (Fife-Shaw, 1997).
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Table 1 : Summary of Participants’ Background Information
No. of Participants and 
Response Rate:
Sex:
Age:
Kthnicity: ; 
Profession^
Number of Participants 
214
Female
121(56.5%)
Mean age (years)
45.5
White 
196 (91.6%)
Clinical Counselling
Psychologist Psychologist 
61 (28.5%) 93 (43.5%)
Response Rate 
42.8%
Male 
93 (43.5%)
Range (years) 
23-78
SD’ (vears) 
9.3
Mon-white
18(8.4%)
Psychotherapist 
56 (26.2%)
Counsellor 
38 (17.8%)
Other 
32 (14%)
Years of Practice: ■Mean (years) 
10.74
Range (\cars) 
1-35
SD (years) 
5.73
Theoretical Orientation:
Experience with female victims of 
sexual assault:
Theory^
Psychodynamic
Cognitive-behavioural
Humanistic
Gestalt
Systemic
Integrative
Other
20 (9.3%)
Number of Participants (%) 
63 (29.4%)
78 (36.4%)
56(26.2%)
11(5.1%)
12 (5.6%)
66 (30.8%)
16 (7.5%)
194(90.7%)
Further Description: Abused as children 
186(86.9%)
Assaulted as adults 
136 (63.6%)
Group work 
Yes
40(18.7%)
28(13.1%) 78 (36 4%)
No
174 (81.3%)
Experience with male victims of 
sexual assault:
No
90(42.1%)
Yes 
124 (57.9%)
Further Description: Abused as children 
Yes
124(57.9%)
Assaulted as adults 
Yes
40 (18.7%)
Group work 
Yes 
26(12.1%)
No
90(42.1%)
No
172 (80.4%)
No
188 (87.9%)
Sexual Orientation: Hclcrosevnal Bise.xual 
195(91.1%) 6(2.8%)
Gay. 
9(4.2%)
1 .esbian 
4(1.9%)
Participants A 
in each 30 
Vignette: (14%)
B
26
(12.1%)
28 27 
(13.1%) (12.6%)
27 26 
(12.6%) (12.1%)
G H 
20 30 , 
(9.3%) (14%)
 ^SD = Standard Deviation
 ^Several participants selected more than one profession
 ^Several participants selected more than one preferred model of working with clients
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Factor analysis o f attitudes towards male rape victims depicted in a hypothetical scenario
The principal components analysis initially indicated 7 factors that accounted for 63.8% of the 
variance (eigenvalues greater than one). Given that this solution was not easy to interpret, 
three selection criteria have been used to eliminate the number of factors to be extracted: the 
scree test (CatteU, 1966), the Kaiser 1 (Kl) rule and factor interpretabihty (Ferguson & Cox, 
1993; Hammond, 1995).
The scree test (CatteU, 1966) indicated a 3-Actor model (see Figure 1). FoUowing the 
guidelines set by Ferguson and Cox (1993) an independent rater was used to verify the 
extraction of 3 factors. Moreover, the percentage of variance explained by the 3-factor model 
and the Kaiser 1 rule (eigenvalues greater than one) (Ferguson & Cox, 1993) supported the 
decision to extract 3 Actors. The eigenvalues for the 3 factors were 3.01, 1.77 and 1.17 
accounting for 25.11%, 14.76% and 9.73% of the variance.
The 3-factor model has been preferred from the 7-factor model because it had a simpler 
structure and represented the best mterpretable solution (see Ferguson & Cox, 1993).
Scree Plot
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Figure 1. Scree Plot of eigenvalues for each factor.
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An Oblique rotation has been performed and produced the rotated factor matrix in 13 
iterations. The obhque rotation has been selected because it assumes that the rotated factors 
are correlated (Kim & Mueller, 1978). According to the hterature on the social psychology of 
attitudes, the three defined components of attitudes (namely, affective, cognitive and 
behavioural) are moderately correlated, thus appearing separate but not unrelated (Stahlberg & 
Frey, 1996). In addition, Fife-Shaw (1997) suggested that in the real world it is rare for 
psychological theory to propose truly uncorrelated factors and that subsequently, researchers 
should opt for obhque rotation. Hence, both the theoretical framework of this study and 
guidelines for good research practice justify the decision to perform obhque rotation.
A loading of above 0.3 as a cut-off point for a variable to define a factor has been chosen 
(Fife-Shaw, 1997). The factor loadings for factor I were between 0.31-0.73, for factor II were 
between 0.30-0.68, and for factor HI were between 0.34-0.75 (see Table 2 for the loadings of 
the items on each factor).
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Table 2: Factor Loadings on the Three-Factor Model Using Oblique Rotation
Item Factor
I
Factor
n
Factor
IE
Matthew can be blamed for what happened because he didn’t put up 
much of a fight.
.73 .35
I feel sympathy for Matthew in this situation. .67
Matthew’s behaviour was to blame for what Andy/Anna did at the party. .65 .32
Matthew was to blame for what happened because he didn’t try hard 
enough to escape.
.63
It was a surprise to me that Matthew was upset by what Andy/Anna did 
to him.
.48 .30
Andy/Anna did not mean to upset Matthew, he/she just got carried away. .47 —
Matthew will be traumatised by what happened at the party — .68
Even though I don’t know very much about Andy/Anna, I think I would 
like him/her.
.46 .62
Andy/Anna should be punished for what he/she did to Matthew. .21 .58
If I were Matthew, I would be very upset by this event. — .48
Andy/Anna is responsible for what happened at the party. — .47
If Matthew reported what happened at the party to the police, tliey 
should take it very seriously.
.37
Even though I don’t know very much about Matthew, I think I would 
like him.
.30
Matthew is responsible for what happened at the party. — — .75
What happened at the party was Matthew’s fault because he had been 
drinking.
.32 .63
Matthew cannot be blamed for what happened to him. He was just in the 
wrong place at the wrong time.
.40 .41
Even though Matthew was upset by what Anna did, he may have derived 
some sexual pleasure from it.
.46
Andy/Anna would not have behaved this way if  he/she hadn’t been 
drunk.
.41
If I were Matthew, I would blame myself. — — .38
Note. Dashes indicate the loading was below 0.3
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Four items were etiminated from any finther analysis because they were considered factorially 
complex (Hammond, 1995). Three items cross-loaded with loadings higher than .3 (Ferguson 
& Cox, 1993) and there was a relatively small difference between die loadings (Kline, 1997). 
The fourth item ‘Even though I don’t know very much about Matthew, I think I would like 
him’ yielded a low (0.30) loading, and also produced participant ambivalence (as noted during 
data entry). Therefore, this item was considered theoretically and statistically problematic and 
was eliminated from further analysis.
After the elimination of problematic items, 6 items loaded on die first factor. The first Actor is 
victim-blarae. Four of the items asked the participants to make judgements about the extent to 
which they blamed the victim’s behaviour for die assault. Although two items did not question 
blame specifically, they were considered to relate to this factor. The item ‘Andy/Anna did not 
mean to upset Matthew, he/she just got carried away’ diminishes perpetrator blame, and it was 
considered that ‘sympathy for a victim’ is not mutually exclusive from ‘blame’. Specifically, 
during data entry, it appeared that many participants expressed sympathy for the victim whilst 
simultaneously assigning the victim behavioural blame.
Five items loaded onto the second factor, which was labelled severity of assault. The items 
asked participants to consider the seriousness of the assault and the traumatic impact upon the 
victim of the assault. Furthermore, one item related to perpetrator responsibility.
The third factor is self-blame. Four items loaded onto this factor. Three items asked 
participants to consider the victims role in the assault, in particular whether he could be 
blamed, held responsible, or derived sexual pleasure from tiie assault. Additionally, one item 
was considered to minimise the responsibihty of the perpetrator (and perhaps the victim’s 
responsibtiity may then be questioned). This factor differs from factor I (victim blame) as it 
considers to what extent victims may blame themselves rather than how much a victims’ 
behaviour may be blamed (See Table 3 below for the items that constituted the factors).
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Table 3: Factor Loadings of the Remaining Items on the Three-Factor Model
Item VB
I
SA
n
SB
m
Matthew can be blamed for what happened because he didn’t put up much o f a fight. .88 — —
Matthew’s behaviour was to blame for what Andy/Anna did at the party. .77 — —
Matthew was to blame for what happened because he didn’t try hard enough to 
escape.
.69
- ■ ■
Andy/Anna did not mean to upset Matthew, he/she just got carried away. .62 “
What happened at the party was Matthew’s fault because he had been drinking. .61 — .35
I feel sympathy for Matthew in this situation. .58 — -
Matthew will be traumatised by what happened at the party — .69 -
Andy/Anna is responsible for what happened at the party. — .67 —
Andy/Anna should be punished for what he/she did to Matthew. — .57 -
If I were Matthew, I would be very upset by this event. — .51
If Matthew reported what happened at the party to the police, they should take it very 
seriously.
.52
If I were Matthew, I would blame myself. - — .61
Matthew is responsible for what happened at the party. — .32 .59
Andy/Anna would not have behaved this way if he/she hadn’t been dmnk. - - .57
Even though Matthew was upset by what Andy/Anna did, he may have derived some 
sexual pleasure from it.
.46
VB = Victim Blame; SA = Severity of Assault; SB = Self-Blame.
Factor Analysis o f attitudes towards male rape victims in society
The principal components analysis indicated 6 factors that accounted for 62^2% of the 
variance (eigenvalues greater than one). An oblique rotation has been performed and produced 
the rotated matrix in 20 iterations. Again, the oblique rotation has been selected for both 
theoretical and statistical reasons.
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As this solution was not easy to interpret, the three selection criteria used in the previous 
analysis were again employed to eliminate the number of factors to be extracted. The scree 
test (CatteU, 1966) indicated a 3-4 factor model (see Figure 2). However, due to the scree test 
tendency to overestimate the amount of factors, the other two selection criteria (independent 
rater and Kaiser 1 rule) supported the decision to extract 3 factors (Ferguson & Cox, 1993).
Scree Plot
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Figure 2. Scree Plot of eigenvalues for each factor.
The eigenvalues for the three Actors were 3.13,1.62 and 1.43 accounting for 20.88%, 10.83% 
and 9.57% of the variance. As in the previous analysis, a loading of above 0.3 has been 
chosen as a cut-off point for a variable to define a Actor. The Actor loadings for factor I were 
between 0.30-0.74, for factor U between 0.43-0.73, and for factor HI between 0.32-0.74. (see 
Table 4 below for the loadings of the items on each factor).
Three items were eliminated fiom any forther analysis because Uiey were considered to be 
factoriaUy complex (Hammond, 1995). Two items had a small difference between the cross­
loadings, and one item failed to load onto any factor (Ferguson & Cox, 1993; Kline, 1997).
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Table 4: Factor Loadings on the Three-Factor Model using Oblique Rotation.
Item Factor
I
Factor
n
Factor
m
Most men who are raped by a woman do not need counselling after the 
incident.
.74
Most men who are raped by a man do not need counselling after the 
incident.
.66
Most men who are raped by a woman are somewhat to blame for not 
being more care&l.
.55 .52
It is impossible for a woman to rape a man. .52 —
A woman cannot rape a big, strong man. .49 — —
Society is to blame for rape. .31
The rape of men is an under-reported crime. — .73 —
Most men who are raped by a man are very upset by the incident. — .72 —
The rape o f men is a big problem in society. — .60
Most men who are raped by a woman are very upset by the incident — .54
A man cannot rape a big, strong man. .30 .43
Most men who are raped by a man are somewhat to blame for not being 
more careAl.
— — .74
Most men who are raped by a man are somewhat to blame for not 
escaping or fighting off the man.
.30 — .63
The rape of men is caused by the viewing o f sexually violent 
pornography.
— — .54
It is impossible for a man to rape a man. —
Note. Dashes indicate the loading was below 0.3
After the elimination of problematic items, 5 items loaded onto the first factor. The first factor 
is awareness of incidence and impact of male rape. Participants were asked to consider 
whether it is possible for a woman to rape a man, and whether men would need counselling 
following rape. One item seemed more general, and asked whether participants thought 
society was to blame for male rape.
Four items loaded onto the second factor, which was labelled acknowledgement of existence 
of male rape. The participants were asked to make a judgement on whether they thought that 
the rape of men is a problem in society, whether it is underreported, and whether it is 
upsetting.
The third Actor is attribution of blame. Three items loaded onto this factor, which all related 
to the attribution of blame and causahty of rape. Participants were asked to consider how 
much both victims and sexual pornography could be blamed for male rape.
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Table 5: Factor Loadings of the Remaining Items on the Three-Factor Model.
Item Aff
I
AE
n
AB
m
Most men who are raped by a woman do not need counselling after Ae incident. .78 — -
Most men who are raped by a man do not need counselling after the incident. .76 — —
It is impossible for a woman to rape a man. .40 — —
A woman cannot rape a big, strong man. .46 — —
Society is to blame for rape. .38 —
Most men who are raped by a man are very upset by the incident. — .72 —
The rape of men is an under-reported crime. — .71 —
The rape of men is a big problem in society. — .61 —
Most men who are raped by a woman are very upset by Ae incident. — .57 —
Most men who are raped by a man are somewhat to blame for not being more 
careAl.
.76
Most men who are raped by a man are somewhat to blame for not escaping or 
fighting off the man.
.63
The rape of men is caused by the viewing of sexually violent pornography. — — .56
Acknowledgement of Existence; AB = Attribution of Blame.
Out of the two Actor analyses, six subscales have been calculated (VB, SA, SB, AIT, AE, AB) 
from Ae items in each of Ae factors, and Ae mtemal consistency reliabilities (Cronbach’s 
alphas) for Ae scales were estimated. A particular, for Victim Blame a=.73; Severity of 
Assault a=.65; Self-Blame a=.60; Awareness of Acidence/lmpact a=.67; Acknowledgement 
of Existence a=.69; Attribution of Blame a-.62. Accordmg to Fife-Shaw (1997) a=0.6 is Ae 
barest m in im u m  for purposes oAer A an scale construction, so aU scales can be said to have a 
good mtemal rehab Aty.
The total scores for Ae items fr om each of Ae six scales Aat derived from Ae Actor analyses 
were obtamed to produce Ae main variables for all subsequent analyses m this sAdy. Means 
and Standard Deviations for all six factors is shown below m Table 6.
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Table 6: Means and Standard Deviations of Participant Scores on Main Variables
183
Variable Mean
(SD)
Minimum/Maximum Possible
Range
Male and Female 
Participant Mean Scores 
(SD)
Victim Blame 6.2
(3.1)
6-19 6-42 M = 6.5 (3.4) 
F = 5.9 (2.9)
Severity 7.6
(2.6)
6-20 6-42 M =8.3 (2.6) 
F = 6.9 (2.5)
Self Blame 10.4
(2.9)
5-20 5-35 M = 11.2 (2.7) 
F = 9.8 (2.8)
Awareness of 
Incidence/Impact
11.8
(4.2)
5-23 5-35 M = 12.9 (4.0)
F =  11.5 (4.2)
Acknowledgement of 
Existence
10.7
(3.8)
4-26 4-28 M =  11.7 (4.3) 
F = 9.8 (3.1)
Attribution of Blame 6.3
(2.5)
3-15 3-21 M = 6.1 (2.0) 
F = 6.5 (2.8)
Note. Higher Scores indicate negative attitudes. 
Analysis of Variance
Prior to Ae analyses, normality of variance vyas examined and all Ae mam variables (VB, SA, 
SB, AU, AE, AB) met Ae necessary criteria for Ae analyses that follow. For Ae variables Aat 
were not normally distributed (gender, sexual orientation, Aeoretical orientation, professional 
affihation) Ae equivalent non-parametric tests were used. The six scales were then analysed 
usmg a 2 (participant gender) x 2 (perpetrator gender) x 2 (victim sexual orientation) x 2 
(victim promiscuity) between subjects MANOVA.
The MANOVA revealed significant multivariate Fs (Wüks Lambda) for participant gender, F 
= 14.29, p<0.01 ; perpetiator gender, F = 19.54, p<0.01; victim sexual orientation x perpetrator 
gender, F = 4.04, p<0.04; participant gender x perpetrator gender x victim sexual orientation, 
F = 3.97, p<0.05; participant gender x victim promiscuity, F = 11.57, p<0.01 ; and participant 
gender x perpetrator gender x victim promiscuity, F = 14.14, p<0.01. No oAer signifiLcant 
multivariate effects were revealed. Significant multivariate effects were mvestigated fiuAer 
usmg a series of univariate F tests (ANOVAs).
Overall, male participants held more negative aAAdes Aan female participants with the 
exclusion of the aAibution of blame variable (see Table 6). An ANOVA revealed a 
significant mam effect of participant gender on severity, F (1, 212) = 15.33, p<0.01 such Aat 
male participants were more negative and Aus considered the rape scenario less severe Aan 
female participants (8.34 vs 6.94), and on self blame, F (1, 212) = 13.45, p<0.01 such Aat 
male participants expressed Ae victim to hold more negative self blame aA Ades Aan female 
participants Ad (11.24 vs 9.82), and on acknowledgement of existence, F (1, 212) = 8.64,
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p<0.04) such Aat maie respondents were less likely to acknowledge Ae rape of men in society 
Aan female participants (11.7 vs 9.8).
There was also a significant mam effect of perpetrator gender on severity, F (1, 212) = 21.74, 
p<0.01 such Aat Ae attack was deemed more severe when Ae perpetrator was male raAer 
than female (8.40 vs 6.78), and acknowledgement of existence, F (1, 212) = 31.07, p<0.01 
such Aat it was not as likely for men assaulted by female perpetrators to be acknowledged 
Aan men attacked by male perpetrators (12.11 vs 9.38).
An ANOVA revealed a significant 2-way mteraction between victim sexual orientation and 
perpetrator gender on attribution of blame, F (1, 212) = 3.88, p<0.05, such Aat when Ae 
victim was portrayed as heterosexual, he was attributed significantly more blame when Ae 
perpetrator was female as opposed to when Ae perpetrator was male (7.6 vs 5.2). However, 
Aere was no Afference m aAibution of blame between the perpetrator conAtions when Ae 
victim was gay (6.6 vs 6.4).
The ANOVA revealed a significant 3-way mteraction between participant gender, perpetiator 
gender and victim sexual orientation for victim blame, F (1, 212) = 3.97, p<0.04, such Aat 
male participants blamed Ae gay victim m botli male and female perpetrator conAtions and 
Ae heterosexual victim when assaulted by a female perpetrator more Aan the heterosexual 
victim who was assaulted by a male and more than female participants blamed Ae victim 
regarAess of perpetrator gender or sexual orientation (6.1, 6.5 and 6.7 vs 5.2, 5.3, 5.1, 5.4 and 
5.6). There was no difference between female participants scores m all conditions and 
between male participants blame attributions towards Ae heterosexual victim when assaulted 
by a mmn (5.6, 5.2, 5.6, 5.4 and 5.3). AdAtionally, male participants blamed Ae gay victim 
more Aan Ae heterosexual victim when Ae peipetrator was male (6.8 vs 5.2).
There was also a significant 2-way mteraction between participant gender and victim 
promiscuity on self blame, F (1, 212) = 11.57, p<0.01, such Aat male participants regarded 
promiscuous victims with more self blame than non-promiscuous victims (12.0 vs 10.3). 
Furthermore, a 3-way mteraction between participant gender, perpetrator gender and 
promiscuity on victim blame was found, F (1, 212) = 14.13, p<0.01, such Aat male and 
female participants blame the victim more when he is viewed as promiscuous and when Ae 
perpetrator is female (8.28, 7.31 vs 6.43, 5.69). Finally, this interaction was also found on 
awareness of mcidence and impact, F (1, 212) = 4.44, p<0.03, such that male participants
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regarded Ae incidence/impact of rape to be less for promiscuous victims Aat are attacked by 
female rather than male perpetrators (12.3,11.6 vs 11.3,10.8).
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Discussion
Overall, anti-victim judgements by both male and female participants in this study were low, 
irrespective of Ae perpetrator’s gender, Ae victim’s sexual orientation, or Ae victim’s prior 
sexual experience. This is consistent wiA oAer sAdies m Ais area, particularly Aose 
depictmg stranger rape (Davies et al., 2000; Ford et al., 1998; Pollard, 1992). Therefore, Ae 
results are not unusual. However, as preActed, male paiticipants held more negative aAAdes 
towards the victim and viewed Ae perpetrator less negatively Aan female participants Ad. 
This is consistent with past research. Male paAcipants considered Ae scenario less ‘severe’, 
Aey blamed Ae victim more, and were less likely to acknowledge Ae rape of men m society 
Aan female participants. There were no sigmficant Afferences in female paAcipants’ scores 
towards any of Ae victim groups, alAough mean scores on ‘Attribution of Blame’ showed 
Aat female paAcipants held shghtly more negative views Aan male paAcipants. AlAough 
Aese scores were very low, it seemed Aat female paAcipants were more hkely Aan male 
participants to think Aat men attacked by men should have been able to escape or fight off Ae 
man. AlAough, it is not clear why this result occurred, it may be speculated Aat Ae female 
paAcipants, unable to identify wiA a male vicAn, adhered to tiie gender stereotype of 
assuming Aat a man should be able to defend himself
More specificaUy, Ae results mAcated that Ae rape was viewed by ah paAcipants as more 
severe when Ae perpetrator was male raAer Aan female, and that acknowledgement of Ae 
incidence and impact on victims assaulted by female perpetrators was considered less hkely 
Aan if assaulted by a male perpetrator. FurAermore, male paAcipants’ aAAdes of victim 
blame were affected by boA Ae victim’s sexual orienAtion and Ae perpetrator’s gender. They 
blamed a man more when he was assaulted by a member of Ae gender Aat he was normaUy 
aAacted to: Aus Ae heterosexual victim was blamed more Aan Ae gay victim was when Ae 
perpetrator was female, and the gay victim was blamed more Aan the heterosexual victim was 
when the perpetrator was male. Overah, Ae heterosexual victim of a male perpetrator received 
the least blame and Ae heterosexual victim of a female perpetrator received Ae most blame 
by male paAcipants.
AlAough Aese results clearly show that boA victim sexual orientation and perpetrator gender 
affect men’s reactions towards male victims of rape, it is not clear why Aese differences 
occurred. A few tentative suggestions can be usefoUy proposed. It may be that the rape was 
not considered as traumatic or severe for the victim when he was assaulted by a member of 
Ae gender Aat he was normally aAacted to, or Aat he was judged to have done more to
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provoke it, or not enough to stop it, for example, by ‘leading Ae perpetrator on’. Both Ae 
heterosexual victim of a female perpetrator and Ae gay victim of eiAer a male or female 
perpetrator received considerably more blame from males Aan Ae heterosexual victim of a 
male perpetrator. Two factors may be involved here. Firstly, Ae heterosexual vicAn of Ae 
female perpetrator may be blamed due to mappropriate apphcation of gender role stereotypes 
(Struckman-Johnson & Struckman-Johnson, 1993, and also below). Secondly, as the gay 
victim of either perpetrator received more blame for his assault, Ais might result from Ae 
application of homophobic behefe m Aese attributions.
fri Ae case of Ae gay victim, male participants may mix up Ae consensual aspect of Ae 
attack, and not consider Ae act as severe for him because he is used to havmg sex with men 
(Davies et al., 1993). Ford et al., (1998) claimed Aat homophobic behefs played a part m Ae 
negative judgements made towards gay victims, and it is possible Aat homophobic behefe 
may have played a part m this sAdy.
The sexual orientation of the victim Ad not appear to affect negativity towards Ae perpetrator. 
AlAough male participants viewed Ae male perpetrator as negatively as Ae female 
participants did Aey viewed Ae female perpetrator more positively regarAess of Ae sexuA 
orientation of Ae victim. This may be a consequence of one aspect of gender role stereotypes 
(Struckman-Johnson & Struckman-Johnson, 1993), which is Aat (heterosexual) men Aink 
Aat Aey woAd like to be sexually assaulted by a woman smce men are expected to mitiate 
sex. AdditionaUy, men are ideally expected to be tough, sexually dominant and heterosexuA 
(Herek, 1986). They are expected to enjoy sex, and to rebuke oAer men for not appearing to 
enjoy sex wiA women. It is interestmg to note that when Ae victim assaulted by a femAe was 
described as ‘promiscuous’, boA male and female participants blamed him more. Also, male 
participants viewed Ae mcidence and impact of Ae assault to be less m this conAtion Aan 
any other. By viewmg Ae perpetrator positively Aey are rebukmg a male victim who refoses 
sex when a woman takes Ae imtiative, i.e. who does not conform to Ae mascuhne stereotype 
of bemg avAlable for any sexuA opportunity. However, Ae same sexual act performed by a 
man to anoAer man is considered very negatively. The dangerous problem of confosmg Ae 
terms ‘sex’ and ‘rape’ is perhaps apparent here also.
Gender role sociAisation is more rigid m men than in women (e.g. Archer, 1992), and men are 
more homophobic Aan women are (e.g. Kite & Whitley, 1996), which could m part account 
for Aem blaming the victim more Aan femAe participants Ad. AdAtionally, women consider 
sexual assault to be Areatenmg and serious regardless of whom Ae victim is (Struckman-
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Johnson & Struckman-Johnson, 1993). They are sociahsed to be aware of sexuA assault, and 
are possibly more able to identify wiA a victim’s suffering Aan men are able to (Deitz et al., 
1982). It is interestmg Aat mAe participants’ blame attributions towards Ae heterosexuA 
victim of a male perpetrator m Ais sAdy were similar to Aose of Ae female participants. As 
oAy 4.2% of participants m this sAdy identified Aemselves as gay, it is possible Aat this 
could be an mdication Aat Aey are able to identify wiA Ais particular victim group, and thus 
empathise with the victim when he is heterosexuA and assaAted by a man -  a siAation Aat 
Aey Aemselves woAd abhor. AcAal victim reports from gay mAe victims show Aat many do 
not Asclose Aeir sexuA orientation to Ae pohce so Aat Aeir chances of bemg beheved are 
mcreased (Hodge & Cantor, 1998), and so Aat Aey are not blamed or berated for their assault.
These possibAties move beyond feminist explanations of rape, which are only really 
apphcable to male-on-female rape, to areas where oAer stereotypes mvolvmg behefe about 
masculinity and sexual orientation come mto play. One avenue for A Are research coAd be to 
mclude a gay sample of participants. The majority of participants in this sAdy were 
heterosexual and the very small numbers of gay participants were too small to be anAysed. 
However, differences would be expected between gay men’s aAAdes towards mAe sexual 
assault victims specifically and Aose of heterosexuA men. It was reasoned above Aat gender 
role stereotypes, homophobic behefe, and lack of identification wiA the victim, could account 
for Aese gender Afferences m respondents’ negative aAAdes in Ae present sAdy. However, 
gay men, m coming to terms wiA Aeir sexuahty, have to adAess societA views about gender 
role stereotypes and homophobia (Herek, 1986) and would not be expected to hold as strong a 
view about appropriate roles of men m society or be as homophobic about oAer gay men. A 
gay male sample, Aerefore, would not be expected to blame male victims of sexual assault by 
usmg gender role stereotypes and homophobic behefe as bases of aAAdes: therefore Aeir 
blammg of ah victims woAd be expected to be less Aan Aat of heterosexual male 
participants. In addition, it was speculated Aat male paAcipants in Ae present sAdy attributed 
blame to victims Aat Aey coAd not personally identify wiA, such as gay victims and those 
Aat Ad not conform to Ae stereotype of heterosexual masculinity. A gay male sample would 
be expected to be able to personaUy identify with victims portrayed as gay, and therefore may 
differ from heterosexual aAAdes m terms of victim blame.
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Implications for Therapeutic Practice
There are many issues Aat need to be addressed m the counseAng and treatment of male 
sexual assault victims (Rogers, 1997). Support services and therapists hkely to encounter male 
rape victims need to be knowledgeable and understandmg of Ae specific needs of victims. 
The findmgs fiom this and oAer sAAes which show Aat people’s aAAdes Affer depending 
on Ae characteristics of Ae victim -  for example, Ae victim’s sexuA orientation or prior 
sexuA experience -  have hnphcations specificaUy for Ae support services of male victims. 
Support semces need to be aware of Ae different myAs and aAAdes that victims are subject 
to depenAng on such characteristics. They need to be aware, for example, that gay victims of 
male perpetrators may receive particularly blammg or homophobic reactions from others.
Quahfied and traimng practitioners need to be attentive to Ae needs of Ais chent group; 
oAerwise Ae reahty of this problem is denied for victims. As tAs sAdy shows, Ais may be 
paAcularly relevant for mAe practitioners. Pubhcity and education can Aspel myAs Aat 
seem to be apparent, so Aat aU victims, regaidless of Aeir gender, sexuA orientation, prior 
sexual experience, or oAer factors, can come forward to receive the help Aey need wiAout 
feehng Aat Aey wiU be ridiculed or blamed for Aeh assault.
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Appendices:
Appendix 1:
Copy o f Example Vignette -  'Male perpetrator, gay and promiscuous victim 
condition \
All other conditions were identical apart from the change in the following conditions;
i) Gender o f perpetrator (Andy or Anna)
a) Sexual orientation o f victim (Gay or Heterosexual)
in) Prior sexual experience o f victim (promiscuous or non-promiscuous)
Appendix II:
Copy o f Ethical Approval for study (University o f Surrey Advisory Committee)
Appendix III:
Instructions to Authors for 'Violence and Victims ’
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Appendix I: Copy ofExample Vignette -  ‘Male perpetrator, gay and promiscuous 
victim condition \
Vignette
Please read through the following vignette carefully and then answer the
questionnaire.
Matthew is a 21-year-old student in the final year of his degree. He is currently sharing a 
house with two fiiends. He does not have a boyfriend at the moment and regularly picks up 
men in bars for sex. He works several evenings a week as a barman at the local pub. At 
weekends he enjoys going to pubs and clubs and the cinema. He is also an active member of 
the University’s Lesbian, Gay & Bisexual Society and is a member of the squash club.
Andy is also 21 and a student at the same University as Matthew, though the two are not on 
the same course. He is currently single, though he dates occasionally. At weekends he works 
at the local Leisure Centre as a fitness instructor. He is very keen on most sports and is a 
member of several sports clubs at the University. When he has time, Andy also likes to go to 
clubs and pubs with his fiiends.
Matthew and his housemates had organised a party at their house to celebrate the end of the 
Semester 1 exams. At the party Matthew got talking to Andy. Though Matthew knew Andy 
by sight, the two had never spoken before. During the conversation Andy confessed that he 
found Matthew attractive and suggested that they go somewhere more quiet. Matthew pohtely 
dechned, as he was not attracted to Andy. Andy left Matthew and joined some of his fiiends. 
The party continued into the early hours of the morning and by about lam Matthew had 
consumed rather a lot of alcohol. He began to feel tired and rather unwell and went upstairs to 
his room. He lay on his bed and fell asleep. Andy, on his way to the bathroom, saw Matthew 
on the bed through the open door way. He watched Matthew as he slept and then glancing 
round the room, spotted a ball of string on a shelf. Andy quietly entered the room, took the 
string and went over to Matthew. Andy unzipped Matthew’s jeans and pulled the jeans and 
Matthew’s boxer shorts down to around his knees. Although Matthew stirred, he did not wake 
up. Andy then rolled Matthew onto his stomach and began to tie Matthew’s hands and feet 
together with the string. Matthew, disturbed by Andy’s actions, woke to find Andy kneeling 
over him. Quite alarmed and realising that he was tied up, Matthew asked Andy what he was 
doing. Andy said that Matthew should be quiet and enjoy himself. Matthew was angry but 
very worried as Andy began to stroke his inner thighs and genitals. Matthew told him to stop 
and began to struggle to free his hands. Andy told him to relax, saying that he knew that 
Matthew fancied him really. Matthew, struggled vigorously to get free and insisted that Andy 
should stop. Andy said that he was going to put on a condom and then penetrate Matthew, and 
that he could do the same to him latei*. Matthew, now afraid, tried to get away as Andy began 
to rape him. However, a loud banging at the front door disturbed Andy. The music was turned 
off and raised voices could be heard in the hallway. The neighbours, disturbed by the loud 
music had called the police and two officers had arrived to investigate. Andy got up, and not 
wanting to have to explain why Matthew was tied, loosened the string around Matthew’s 
wrists and quickly left the room. Matthew, now the string around his hands was loose, freed 
himself and dressed. He didn’t want anyone to know what had happened.
Matthew did not rejoin the party. He was very upset but told no one what had happened. He 
hasn’t seen Andy since that night and Andy has made no attempt to fiirther his contact with 
Matthew.
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Appendix 11:
Copy o f Ethical Approval for study (University o f Surrey Advisory Committee)
17 May 2001
M s ÀUâôîi Wartrèrt 
PsycliD Student 
Department o f  Psyéhètogy 
University o f  Surrey
University 
of Surrey
G aildfbrd ' "
. Surrey GLB 7XH. UK
+44 {0)1483 800800 
Facsimile
+44^)1483 873811.
Registry
Dear Ms Warren
Accétttarice of male fane mVih 
therâneotic practice IAGE/2001/23/Psvch
osvchologists; Implications for
1 am wnting to  ih&fm you Advisory Committee on Etiiics has considered the
above protocol and the subsequent information supplied^ and has approved it on the 
understanding that the Ethics Guidelines are observed. .
The letter o f  approval relates only to the study spédfied in ;>T3ur research protocol 
(ACE/2001/23/Psych). The , Cornmittee should be notified o f  any changes to the 
proposal, any adverse reactions and if  the study iS terminated earlier than expected 
(with reasons) I enclose a copy Of the Ethics Guidelines for your information.
Date o f  apprdval by the Advisory Committee on Ethibs: 17 M ay 2001
Date o f  expiry o f  the Advisory Committee on Ethics appros^l; 16 M ay 2006
Please inform me when the research has been cornpleted..
Yours sincerely ■ ' ' :;V
Catherine Ashbee (Mrs)
Secretary, University Advisory Committee on Ethics
cc; Professor L  J King, Chairman, ACE
D r ACoyle, Supervdsor, Dept o f  Psj^chotogy
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Appendix III:
Instructions to Authors for ‘Violence and Victims ’
Author Guidelines for Violence and Victims
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Violence and Victims is a referred quarterly of theoiy, research, policy, and clinical practice 
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exchange of information on this subject across such professional disciplines as psychology, 
sociology, criminology, law, medicine, nursing, psychiatry, and social work. Special 
emphasis is given to the reporting of original research on violence-related victimization 
within and outside of the family, the etiology and perpetration of violent behavior, health 
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